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FOREWORD 


In  1979,  the  Surgeon  General's  first 
report  on  health  promotion  and 
disease  prevention,  Healthy  People, 
opened  with  the  pronouncement 
that  "the  health  of  the  American 
people  has  never  been  better." 
Although  still  valid  today,  in  many 
ways  it  may  be  more  accurate  to 
suggest  that  the  health  of  the 
American  people  has  never  fallen 
more  short  of  its  potential,  given 
what  is  now  known  about  our  abil- 
ity to  prevent  unnecessary  disease 
and  disability.  Considering  the 
proof  we  now  have  that  changes  in 
a  handful  of  behavioral  risk  factors 
— such  as  smoking,  poor  diet,  a  sed- 
entary lifestyle,  alcohol  consump- 
tion, motor  vehicle  operation,  and 
firearm  use  —  could  reduce  prema- 
ture mortality  in  this  country  40  to 
70  percent,  we  can  achieve  much 
more,  especially  for  certain  high- 
risk  groups. 

The  dominant  health  challenges 
facing  most  Americans  over  the  next 
decade,  as  in  the  1980s,  will  come 
from  the  chronic  diseases.  New  na- 
tional health  objectives  have  been 
set  that  target  reductions  in  the  rates 
of  heart  disease,  cancer,  and  other 
chronic  and  disabling  conditions  by 
the  year  2000.  Many  of  these  new 
objectives  aim  specifically  at  im- 
proving the  health  status  of  certain 
segments  of  the  population  who  ex- 


perience significantly  higher  disease 
rates,  higher  levels  of  risk,  and  lower 
levels  of  services  and  protection. 

Progress  over  the  next  decade  will 
not  be  made  unless  a  special  em- 
phasis in  disease  prevention  and 
health  promotion  is  directed  toward 
large  segments  of  the  U.S.  popula- 
tion who  were  not  reached  by  the 
efforts  of  the  previous  decade. 

The  market  research  study  that  is 
the  basis  of  this  report  was  com- 
missioned by  the  U.S.  Public 
Health  Service  to  increase  our  un- 
derstanding of  how  hard-to-reach 
Americans  perceive  health  and  the 
role  of  diet,  exercise,  and  weight 
control  in  preventing  disease.  Two 
important  lessons  from  this  project 
are  intended  to  be  broadly  used  to 
extend  the  potential  of  primary 
prevention,  specifically  through  the 
communication  of  health  informa- 
tion about  diet,  exercise,  and 
weight  control. 

The  first  lesson  is  that  the  most 
effective  way  for  the  public  to  hear 
health  information  is  from  their 
doctors.  Physician  counseling  on 
diet,  exercise,  and  weight  control  is 
credible  to  the  public,  which  wants 
information  on  these  three  lifestyle 
components  and  wants  it  from 


their  health  care  providers.  But 
many  people  do  not  have  a  regular 
source  of  primary  care,  and  the 
second  lesson  is  in  the  value  of 
community-based  organizations, 
local  religious  organizations,  and 
other  local  channels  in  communi- 
cating with  hard-to-reach  indivi- 
duals where  they  live.  Messages 
delivered  in  familiar  settings  by 
local  resource  persons  are  deemed 
truthful  and  therefore  believable. 

Armed  with  what  we  know  about 
the  benefits  of  primary  prevention 
and  health  promotion  and  now  this 
information  on  how  best  to  reach 
the  people  who  need  those  mes- 
sages, we  are  more  convinced  than 
ever  that  we  can  succeed  in  im- 
proving the  health  of  all  Ameri- 
cans. 

J.  Michael  McGinnis,  M.D. 

Deputy  Assistant  Secretary 

for  Health 
Director,  Office  of  Disease 

Prevention  and 

Health  Promotion 


EXECUTIVE  SUMMARY 


To  help  guide  future  outreach  ef- 
forts, the  U.S.  Public  Health  Service 
undertook  a  market  research  study 
through  the  Office  of  Disease  Pre- 
vention and  Health  Promotion,  to 
understand  better  how  members  of 
the  hard-to-reach  American  public 
perceive  health  and  the  role  of 
three  of  the  key  behavioral  risk  fac- 
tors— diet,  exercise,  and  weight 
control — in  preventing  or  control- 
ling certain  chronic  diseases. 

This  report  presents  the  findings  of 
that  study.  Market  research  tech- 
niques— focus  group  discussions 
and  an  analysis  of  commercial  mar- 
ket data  on  media  use  and  leisure 
practices — were  used  to  gather  data 
that  could  be  applied  to  the  design 
of  health  communication  programs. 

AUDIENCE  PROFILE 

Based  on  a  review  of  the  literature, 
the  target  population  for  study  was 
identified  as  the  nearly  one-third 
(32  percent)  of  the  adult  public 
whose  lower  socioeconomic  status 
(SES)  and  higher  risk  profile  cause 
them  to  experience  a  disparity  in 
health  status  with  the  general  pop- 
ulation. The  operational  definition 
of  this  population  segment  used  for 
the  composition  of  the  focus  groups 
and  the  analysis  of  the  commercial 
database  was:  white,  black,  and 
Hispanic  men  and  women,  ages  25 
to  64,  with  12  or  fewer  years  of  ed- 
ucation, and  a  family  income  fall- 
ing between  the  national  median 
and  the  poverty  level.  While  other 
minority  groups  are  known  to  ex- 


perience similar  disparities  in  health 
status,  limited  resources  precluded 
their  inclusion. 

STUDY  DESIGN 

The  set  of  24  focus  groups  was  con- 
ducted with  a  total  of  202  adults 
during  August,  September,  and 
October  of  1989  in: 

•  Baltimore,  MD 

•  Chicago,  IL 

•  Miami,  FL 

•  New  York  City,  NY 

•  Oakland,  CA 

•  Philadelphia,  PA 

•  Richmond,  V  A 

•  San  Antonio,  TX 

•  San  Jose,  C  A 


The  groups  were  segmented  by  age, 
sex,  and  race/ethnicity,  as  these 
were  variables  by  which  the  data 
would  be  analyzed  for  trends  and 
patterns.  Eight  focus  groups  were 
conducted  for  each  of  the  three  ra- 
cial/ethnic populations:  black, 
white,  and  Hispanic  (two  Cuban, 
four  Mexican  American,  and  two 
Puerto  Rican).  Groups  were  evenly 
divided  between  men  and  women 
and  younger  (25-44  years)  and 
older  (45-64  years)  persons.  A  mix 
of  overweight,  average  weight,  and 
underweight  persons  was  recruited 
for  each  group  so  that  at  least  half 
of  each  group  were  people  who  re- 
ported that  they  considered  them- 
selves overweight. 


Participants  worked  in  a  range  of 
service,  trade,  and  semi-skilled 
occupations. 

Answers  to  the  following  questions 
were  sought: 

•  To  what  extent  is  health 
a  priority? 

•  What  are  the  general  attitudes 
toward  nutrition,  food,  eat- 
ing, body  weight,  weight  con- 
trol, and  exercise?  How  do 
these  differ  by  age,  race/ 
ethnicity,  and  sex? 

•  Are  there  specific  beliefs 
about  staying  healthy  or 
getting  sick  that  influence 
behavior? 

•  What  obstacles  to  adopting 
healthy  behaviors  are 
perceived? 

•  What  might  serve  to  motivate 
healthy  behavior? 

The  following  topics  were  covered 
in  each  focus  group: 

•  typical  daily  activities, 
especially  eating  and 
physical  activity; 

•  views  on  health,  sickness, 
and  disease; 

•  personal  priority  placed 
on  health; 

•  the  link  of  behavior 
and  health; 

•  beliefs  and  practices 
related  to  diet,  exercise, 
and  weight  control;  and 


•  sources  of  health 
information. 

In  addition,  participants  in  the  last 
four  focus  groups  were  asked  to  re- 
spond to  several  communication 
concepts  about  diet  and 

exercise, 

FOCUS  GROUP  FINDINGS 

Being  healthy  was  important  to  the 
focus  group  participants  overall, 
and  they  had  a  general  awareness 
of  what  to  do  to  stay  healthy.  Fur- 
thermore, except  for  a  few  who 
made  it  clear  that  they  preferred  the 
status  quo,  most  participants  ex- 
pressed a  genuine  interest  in  "doing 
better."  This  interest  cut  across  ra- 
cial and  ethnic  boundaries,  but  it 
was  slightly  more  pronounced  with 
women  rather  than  men,  and  older 
rather  than  younger  participants. 
Most  people  had  a  good  sense  of 
what  direction  "doing  better" 
should  take. 

The  gap  between  awareness  and 
practice,  however,  suggests  that  the 
link  between  the  risk  factors  and 
disease  prevention  has  not  been  in- 
ternalized. Nor  is  there  a  clear  un- 
derstanding of  what  specific  steps 
need  to  be  taken. 

PERCEPTIONS  OF  HEALTH 

Focus  group  participants  were  pre- 
sented with  16  possibilities  for  life 
priorities  and  they  were  asked  to 
rank  each  of  them  in  order  of  per- 
sonal importance.  In  many  ways 
the  groups  of  white,  black,  and  His- 
panic men  and  women  were  re- 
markably consistent  in  their  selec- 
tions. All  groups  counted  "being 
healthy"  among  their  top  three  pri- 
orities, along  with  "being  happy 
with  my  family."  Some  revealing 
differences  also  appeared.  "Being 
close  to  God"  was  identified  as  the 
number  one  priority  by  all  of  the 
black  groups,  all  of  the  groups  of 
Hispanic  women,  and  one  group  of 
Hispanic  men.  They  felt  mat  "He  is 
the  start  of  everything.  If  we  want 
money,  health,  we  need  to  be  close 
to  Him."  Hispanic  men  selected 


health,  family  happiness,  and  close- 
ness to  God  as  their  top  priorities, 
stating  that  "being  healthy"  was  a 
personal  priority  since  health  was 
necessary  for  them  to  fulfill  their 
role  as  family  provider  and  care- 
taker. White  men  and  women  se- 
lected health,  family  happiness, 
and  "being  happy  with  my  life"  as 
top  priorities. 

MEANING  OF  HEALTH 
AND  SICKNESS 

Among  all  focus  group  participants, 
"health"  incorporated  more  than 
physical  well-being.  "Health"  also 
included  mental,  and,  for  some, 
spiritual  well-being.  To  participants, 
"sickness"  meant  being  unable  to 
function  or  having  to  be  dependent 
on  others.  In  general,  health  behav- 
iors were  followed  to  avoid  com- 
municable illnesses,  such  as  colds 
or  the  flu.  Among  behaviors  often 
reported  were  eating  right,  getting 
enough  rest,  getting  fresh  air,  and 
drinking  water. 

While  participants  stated  that  they 
felt  they  could  exert  some  control 
over  not  becoming  sick,  they  felt 
chronic  diseases  were  outside  their 
control  because  they  were  associ- 
ated with  fate  and  heredity.  In  the 
words  of  one  participant,  "One  can 
maintain  themselves,  stay  healthy 
all  their  lives,  but  if  you're  going  to 
get  a  disease,  it's  inevitable." 

Healthy  behaviors  were  not  linked, 
in  the  minds  of  most  participants, 
to  avoiding  chronic  diseases  since 
such  diseases  were  viewed  as 
largely  uncontrollable.  Nor  were 
such  behaviors  generally  linked  to 
indicators  of  health  status.  For  ex- 
ample, several  obviously  over- 
weight participants  proudly  stated 
that  doctors  had  given  them  a 
"clean  bill  of  health."  One  partici- 
pant succinctly  stated,  "I'm 
healthy,  but  I'm  not  physically  fit." 

So,  although  participants  correctly 
understood  that  all  diseases  are  not 
preventable,  they  did  not  under- 
stand the  potential  role  that  diet, 


exercise,  and  other  healthy  behav- 
iors can  play  in  reducing  risk  for 
disease  or  improving  the  manage- 
ment of  chronic  conditions.  Even 
in  the  four  groups  that  were  given 
the  additional  task  of  responding  to 
an  educational  concept  that  linked 
healthy  behaviors  to  reduced 
chances  of  chronic  diseases,  it  was 
viewed  as  "old  news"  — even  when 
such  relationships  had  not  been 
raised  in  the  previous  discussion. 
Even  though  they  professed  the 
knowledge,  it  was  not  being  recon- 
ciled with  the  strongly  held  belief 
that  disease  is  largely  outside  per- 
sonal control. 

DIETARY  PRACTICES 
AND  PERCEPTION 

Among  the  202  focus  group  partici- 
pants, only  a  few  prepared  and  ate 
the  traditional  three  meals  a  day. 
Instead,  participants  reported  eat- 
ing on  the  run,  snacking,  and  fami- 
lies eating  in  "shifts." 

While  participants  were  able  to  cite 
the  appropriate  dietary  "buzz 
words,"  such  as  fiber  and  oat  bran, 
low-fat,  and  skinless  chicken,  they 
held  a  number  of  misconceptions 
associated  with  diet.  For  example, 
some  participants  referred  to  good 
and  bad  cholesterol  as  something 
they  thought  was  found  in  food. 
Furthermore,  participants  were 
confused  and  skeptical  about 
health  claims  made  about  certain 
food  products  on  television  com- 
mercials. Advertisements  led 
many  to  believe  that  "healthy" 
food  is  the  more  expensive  item, 
i.e.,  "high  fiber  with  nuts  and  rai- 
sins" versus  "plain  old"  cereals. 

Four  groups  of  participants  were 
shown  two  different  approaches  to 
conveying  dietary  recommenda- 
tions: "The  New  American  Diet" 
concept  showed  a  variety  of  foods 
in  the  approximate  proportion  that 
is  recommended  with  a  brief  de- 
scription of  the  amount  shown.  The 
second  approach  used  pictures  of 
healthy  main  dishes,  snacks,  and 
beverages  on  one  side  and  their  less 


healthy  counterparts  on  the  other 
crossed  out  by  the  international 
"no"  symbol.  No  text  was  used. 
Virtually  all  participants  favored 
the  first  concept,  saying  that  it  not 
only  shows  what  foods  to  eat  but 
makes  clear  the  approximate  quan- 
tity of  what  should  be  eaten.  In  ad- 
dition, most  thought  it  looks  afford- 
able. 

EXERCISE  HABITS 
AND  PERCEPTIONS 

The  physical  activity  patterns  of  the 
groups  were  consistent  with  what 
the  epidemiologic  data  show,  that 
is,  group  members  were  largely 
sedentary.  Reading,  visiting  with 
friends,  and  watching  television 
were  popular  pastimes.  In  general, 
most  participants  felt  that  they  got 
adequate  exercise  through  daily  ac- 
tivities, either  at  home  or  at  work. 

Black  and  Puerto  Rican  men  of  all 
ages  reported  more  sports  activities 
than  other  participants.  Similarly, 
those  participants  in  warmer  cli- 
mates reported  more  physical  activ- 
ity, both  planned  and  incidental, 
than  their  counterparts  in  colder 
climates. 

Exercise  was  generally  regarded  as 
the  vigorous  level  of  physical  ac- 
tivity found  in  calisthenics.  Health 
clubs,  gyms,  exercise  equipment, 
and  sweat  were  all  associated  with 
"exercise."  Lower  levels  of  physi- 
cal activity,  such  as  walking,  were 
seldom  reported  as  exercise  except 
by  some  older  women. 

Participants  consistently  cited  the 
lack  of  time  and  money  as  barriers 
to  exercise.  There  also  was  a  widely 
held  perception  that  any  efforts  to 
be  more  active  would  be  met  with 
disbelief  or  only  grudging  support 
from  family.  In  addition,  older 
people  acknowledged  that  they 
became  less  active  over  time. 


PERCEPTIONS 

ABOUT  WEIGHT  CONTROL 

AND  HEALTH 

The  primary  health  impact  of  weight 
control  reported  by  participants 
was  the  generally  vague  perspec- 
tive that  they  felt  better  when  they 
weighed  less.  Most  participants 
had  difficulty  separating  notions  of 
weight  from  their  perception  of 
health  in  general.  That  is,  if  they 
didn't  see  or  feel  anything  wrong, 
then  they  were  healthy. 

Most  people,  especially  women, 
did  not  consider  the  role  of  exercise 
in  weight  control.  Rather,  diet  pro- 
grams advertised  on  television  were 
mentioned  frequently,  although 
usually  rejected  by  participants  as 
costly  and  ineffective. 

CREDIBLE  SOURCES 

OF  HEALTH  INFORMATION 

Among  some  focus  group  partici- 
pants, predominantly  black  men 
and  women  and  white  men,  there 
appeared  to  be  a  distrust  of  institu- 
tional sources  and  a  skepticism  of 
medical  sources.  Some  of  the  skep- 
ticism was  attributed  to  a  percep- 
tion of  a  profit  motive.  Consumer 
advocates,  such  as  Ralph  Nader, 
had  a  more  favorable  image.  Using 
a  comparison  approach  with  con- 
sumer groups  might  be  one  way  to 
establish  credibility  with  this  target 
audience. 

IMPLICATIONS  FOR  PUBLIC 
EDUCATION  PROGRAMS 

The  health  messages  of  the  past 
decade  appear  not  to  have  shaken 
the  deeply  held  belief  of  the  focus 
group  participants  that  chronic 
diseases,  such  as  heart  disease, 
cancer,  and  diabetes,  are  largely 
due  to  fate  and  heredity  and,  there- 
fore, are  beyond  one's  individual 
control.  The  focus  group  results 
suggest  that  any  health  promotion 
effort  aimed  at  this  target  popula- 
tion needs  to  acknowledge  the  in- 
terplay of  biological  risk  factors, 
such  as  family  history,  with  behav- 
ioral risk  factors,  that  is,  diet,  exer- 


cise, and  weight  control,  in  the  de- 
sign of  health  messages.  An  older 
woman  in  San  Jose  was  one  of  the 
few  participants  who  grasped  the 
concept  so  central  to  health  promo- 
tion. She  said,  "If  you  know  your 
family  has  a  history  of  heart  dis- 
ease, then  you  have  the  opportu- 
nity to  maybe  control  your  life  by 
not  eating  fatty  foods." 

The  focus  group  results  also  sug- 
gest that  members  were  interested 
in  doing  the  right  things  to  stay 
healthy,  accompanied  bv  a  certain 
amount  of  frustration  at  not  know- 
ing what  is  right  for  them,  how  to 
do  it,  and  how  to  integrate  such 
changes  into  their  daily  lives. 
People  were  making  some  efforts, 
but  there  was  not  much  evidence 
that  they  were  actively  seeking 
health  information  or  trying  to  rec- 
oncile conflicting  messages. 

More  similarities  than  differences 
were  apparent  in  the  participants, 
attitudes  and  beliefs  about  health, 
their  reported  behaviors  and  prac- 
tices, and  their  perceptions  about 
the  link  of  healthy  behavior  to  the 
prevention  of  chronic  disease.  How- 
ever, further  segmentation  of  the 
study  population  for  communica- 
tion strategies  could  be  indicated 
from  the  research,  based  on  age, 
sex,  or  racial  and  ethnic  variables. 

When  discussing  what  it  would 
take  to  change  their  practices,  par- 
ticipants wanted  to  have  very  spe- 
cific, personalized  instructions  that 
they  could  fit  neatly  into  their  life- 
styles. Suggested  ideas  for  programs 
emerging  from  the  focus  groups  in- 
cluded groups  similar  to  Alcoholics 
Anonymous  that  could  offer  free, 
unconditional  support,  and  the 
Tupperware  model  that  would  dis- 
pense recipes  and  cooking  demon- 
strations to  people  in  their  own  liv- 
ing rooms. 


FINDINGS 

FROM  SIMMONS  DATA 

The  data  used  for  the  analysis  was 
from  the  Annual  Study  of  Media 
and  Markets,  conducted  by 
Simmons  Market  Research  Bureau, 
Inc.  (Simmons),  which  is  used  by 
commercial  advertisers  to  make 
marketing  decisions.  Data  on  tele- 
vision, radio,  and  magazine  use  are 
reported,  as  well  as  membership  in 
community  and  civic  organizations. 

TELEVISION 

The  Simmons  data  confirmed  that 
television  is  even  more  popular 
with  those  with  a  high  school  edu- 
cation or  less  than  with  the  general 
population.  However,  the  tradi- 
tional outlets  for  health  information 
on  television,  i.e.,  news  reports,  may 
actually  be  less  effective  in  reaching 
this  target  audience,  especially 
blacks  and  Hispanics,  than  they  are 
for  other  adults.  The  popularity  of 
the  medium  suggests  opportunities 
for  creative  use  of  television  time 
for  communicating  health  informa- 
tion. For  example,  during  the  day- 
time, television  reaches  higher  per- 
centages of  blacks  than  of  whites 
and  Hispanics.  Daytime  drama, 
with  its  ongoing  story  line,  could 
serve  as  a  vehicle  for  prevention  in- 
formation and  demonstrate  the  long- 
term  commitment  to  healthy  diet 
and  exercise  practices  and  their  re- 
lationship to  health  practices. 


RADIO 

The  target  group  listens  to  less  ra- 
dio than  the  general  population  but 
members  still  comprise  a  large  seg- 
ment of  certain  listening  audiences. 
The  more  precise  targeting  possible 
with  radio  makes  some  formats  at- 
tractive channels  for  communicat- 
ing health  information.  Again, 
news/ talk  and  all  news  stations  are 
not  particularly  popular.  But  coun- 
try and  adult  contemporary  sta- 
tions are  popular  among  whites,  as 
are  contemporary  hits  popular  with 
Hispanics  and  whites,  and  urban 
contemporary  among  blacks. 

MAGAZINES 

The  magazines  that  reach  the  less 
educated  audience  are  the  same  as 
those  with  the  widest  appeal  and 
distribution  overall.  Some  maga- 
zines featuring  special  topics,  such 
as  hunting  and  fishing  for  white 
and  black  readers,  motorcycles  for 
white  readers,  and  child  rearing  and 
epicurean  for  black  readers  might 
provide  the  opportunity  for  specifi- 
cally tailored  messages  to  reach 
segments  of  the  target  audience. 

OTHER  COMMUNICATION 
CHANNELS 

Health  communication  programs 
are  more  effective  if  mass  media  is 
used  in  tandem  with  community 
channels  for  health  information. 
The  selection  of  channels  involves 
identifying  what  groups  and  activi- 
ties are  popular  with  the  target 
group  and  who  group  members 
perceive  as  credible  sources  of  in- 


formation. The  Simmons  data  on 
public  and  civic  activities  and  group 
membership  revealed  that  only 
small  percentages  of  the  target 
population  had  engaged  in  the 
wide  range  of  public  activities  sur- 
veyed or  belonged  to  any  of  the 
groups  included  in  the  survey. 
These  figures  underscore  the  diffi- 
culty of  penetrating  to  the  commu- 
nity level  where  contacts  can  be  fre- 
quent and  personal.  According  to 
the  Simmons  data,  the  combined 
efforts  of  many  national  groups 
with  local  affiliate  structures  will 
reach  only  a  small  percentage  of  the 
population. 

CONCLUSION 

Expanding  the  reach  of  health  pro- 
motion efforts  will  require  a  re- 
sponse to  the  informational  and 
motivational  challenges  posed  by 
the  study  population.  An  additional 
challenge  will  be  how  well  health 
communicators  address  the  context 
in  which  health  information  is  re- 
ceived. An  older  man  in  Oakland 
summed  it  up  when  he  identified 
"education  and  environment"  as 
the  two  critical  factors  to  making 
changes.  The  focus  group  partici- 
pants cited  their  families,  their  jobs, 
and  the  neighborhoods  where  they 
lived  both  as  supports  and  barriers 
to  healthy  changes.  If  health  com- 
munication efforts  are  to  have  a 
sustained  impact,  then  a  unified  ap- 
proach should  be  taken  that  rein- 
forces sound  choices — making  a 
healthy  diet  and  active  lifestyle  the 
norm  for  the  1990s. 


CHAPTER  ONE 


This  report  presents  the  findings  of 
a  study  that  was  undertaken  to 
understand  better  how  members  of 
the  hard-to-reach  American  public 
perceive  health  and  the  role  of  diet, 
exercise,  and  weight  control  in  the 
prevention  of  certain  chronic  dis- 
eases. Market  research  techniques 

—  focus  group  discussions  and  an 
analysis  of  commercial  market  data 
on  media  use  and  leisure  practices 

—  were  used  to  gather  data  that 
could  be  applied  to  the  design  of 
health  communication  programs. 

OVERVIEW 

There  is  general  agreement  that 
lifestyle  changes  have  already  been 
undertaken  among  "innovators" 
and  "early  adopters"  —  highly 
motivated  individuals  who  seek 
out  information  and  undertake 
changes  in  health  behaviors  and 
practices  with  little  urging  (Gottleib 
and  Green,  1987).  However,  in 
order  to  achieve  overall  improve- 
ments in  the  nation's  health,  atten- 
tion now  needs  to  turn  to  a  large 
segment  of  the  general  population 
that  undertakes  change  more  slowly 
and  for  whom  different  strategies  are 
needed.  A  broad  term  often  used  to 
describe  this  population-at-large  is 
"hard-to-reach." 

The  term  hard-to-reach  tradition- 
ally has  been  used  in  public  health 
to  encompass  the  poor,  minority 
groups,  and  the  elderly.  By  its  very 
name  it  assumes  that  these  are 
groups  that  are  not  receiving  or 
receptive  to  health  information  and 
services.  The  term  also  is  used  to 
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identify  populations  that  others 
perceive  to  be  hard-to-reach;  i.e., 
employers  might  identify  depen- 
dents and  blue-collar  workers  as 
hard-to-reach. 

The  use  of  the  term  hard-to-reach 
also  implies  that  this  population  is 
at  high  risk  for  disease.  The  higher 
risk,  often  associated  with  behav- 
ioral factors,  may  or  may  not  also 
be  associated  with  access  to  infor- 
mation and  services. 

The  term  hard-to-reach  was  em- 
ployed broadly  in  the  study  re- 
ported here  to  encompass  members 
of  that  segment  of  the  general  adult 
population  whose  diet,  exercise, 
and  weight  control  behaviors  place 
them  at  increased  risk  of  certain 
chronic  diseases  and  for  whom  that 
increased  risk  is  reflected  in  higher 
rates  of  disease  and  premature 
mortality.  Determining  to  what 
extent  members  of  this  population 
have  sufficient  information  that 
they  are  able  to  put  to  use  and  what 
programs  and  services  would  be 
appropriate  for  supporting  or  rein- 
forcing information  needs  are  is- 
sues inherent  in  this  investigation. 

While  the  scientific  evidence  that 
links  rates  of  mortality  to  poten- 
tially preventable  causes  of  disease 
is  essential  for  understanding  the 
significance  and  potential  of  health 
promotion,  these  facts  clearly  are 
not  sufficient  for  much  of  the  popu- 
lation to  adopt  health  promoting 
behaviors.  It  is  unclear  to  what 
extent  the  public  grasps  these  rela- 
tionships and  knows  how  to  trans- 


late them  into  healthy  lifestyle 
practices. 

There  is  continuing  discussion 
among  scientists  and  educators 
concerning  the  best  approaches  to 
communicate  health  information  to 
the  public.  Although  numerous 
strategies  have  been  tried,  it  contin- 
ues to  be  a  challenging  task  to  in- 
fluence individuals  to  exchange 
unhealthy  behaviors  for  healthy 
ones. 

Many  theoretical  frameworks  have 
been  constructed  to  attempt  to 
understand  and  predict  behavior. 
However,  as  Raymond  and  Wood 
(1989)  have  claimed,  much  of  the 
research  in  the  area  of  health  be- 
havior was  completed  in  a  "quieter 
and  gentler  time,"  and  may  not  be 
as  applicable  to  today's  rapidly 
changing  world.  Indeed,  "the 
laboratory  of  the  1990s  must  be 
the  streets  of  America." 

METHODOLOGY 

Focus  group  research  is  popular  in 
designing  health  promotion  pro- 
grams because  it  offers  a  proxy 
setting  for  the  streets  and  living 
rooms  of  America.  Qualitative 
research  techniques  such  as  focus 
groups  provide  a  means  of  reach- 
ing beyond  the  knowledge  and 
practices  reported  by  quantitative 
data,  enabling  us  to  understand 
better  people's  perceptions  and 
attitudes,  particularly  those  revolv- 
ing around  fundamental  beliefs, 
values,  tastes,  and  emotions. 


When  such  qualitiative  data  are 
combined  with  survey  and  epide- 
miological data,  a  multidimensional 
profile  of  the  target  audience  can  be 
constructed  that  will  help  health 
communicators  design  strategies 
that  are  appropriate  and  relevant. 
This,  in  turn,  enhances  the  likeli- 
hood that  the  information  is  received 
and  understood. 

Criteria  used  to  set  the  parameters 
for  the  study  population  were:  to 
include  those  who  experience  a 
disparity  compared  to  the  general 
population  in  both  health  status 
and  practices  associated  with  the 
three  study  risk  factors  (diet,  exer- 
cise, and  weight  control),  who  bear 
a  significant  burden  of  suffering, 
and  who  would  be  a  potentially 
receptive  audience  for  health  infor- 
mation about  these  three  risk  fac- 
tors relative  to  other  behavioral  and 
environmental  risk  factors.  A  lit- 
erature review  established  the  bur- 
den of  suffering  associated  with 
poor  diet,  exercise,  and  weight 
control  behaviors  and  identified  the 
high-risk  segments  of  the  popula- 
tion who  experience  a  disparity 
with  the  general  population  bom  in 
health  status  and  health  practices 
related  to  these  three  risk  factors. 
The  literature  review  also  exam- 
ined the  extent  to  which  diet,  exer- 
cise, and  weight  control  behaviors 
are  practiced  in  the  U.S.  popula- 
tion, highlighting  differences  based 
on  age,  sex,  race /ethnicity,  educa- 
tion, and  income.  Chapters  Two 
and  Three  of  the  report  are  based 
on  this  literature  review. 

Based  on  the  literature,  an  opera- 
tional definition  of  the  hard-to- 
reach  population  was  developed 
that  could  be  used  for  the  composi- 
tion of  the  focus  groups  and  the 
analysis  of  the  commercial  data- 


base: that  is,  white,  black,  and  His- 
panic men  and  women,  ages  25  to 
64,  with  12  or  fewer  years  of  educa- 
tion, and  a  family  income  falling 
between  the  national  median  and 
the  poverty  level.  While  other 
minority  groups  are  known  to  ex- 
perience disparities  in  health  status 
compared  to  the  general  popula- 
tion, inclusion  of  additional  popu- 
lation segments  for  study  was  not 
permitted  within  the  resources 
available  for  the  project. 

An  analysis  of  the  target  popula- 
tion, using  these  demographic 
characteristics,  helped  develop  a 
profile  of  this  diverse  group.  In 
addition  to  socioeconomic  indica- 
tors and  other  population  charac- 
teristics, factors  significant  to  de- 
signing health  communication 
programs,  such  as  geographic  loca- 
tion of  racial  and  ethnic  groups, 
language  preferences  of  Hispanics, 
and  literacy  levels  were  reviewed. 
Chapter  Four  summarizes  what 
was  learned  from  this  analysis. 

The  centerpiece  of  the  study  was  24 
focus  groups  conducted  across  the 
country  with  members  of  the  study 
population.  Participants  were 
probed  for  their  perceptions  and 
beliefs  about  health,  knowledge, 
attitudes,  and  practices  with  re- 
spect to  the  three  risk  factors  of 
diet,  exercise,  and  weight  control, 
awareness  of  the  association  of 
these  risk  factors  to  chronic  dis- 
eases, motivation  for  making 
changes  to  improve  health,  and 
receptivity  to  different  sources  and 
channels  of  health  information. 
The  results  of  the  focus  group  dis- 
cussions and  the  implications  for 
health  communication  are  con- 
tained in  Chapter  Five. 


A  second  research  task  of  the 
project  was  an  analysis  of  a  com- 
mercial market  research  database 
for  the  media  habits,  leisure  prac- 
tices, and  certain  psychographic 
characteristics  of  the  study  popula- 
tion. The  database  was  the 
Simmons  Market  Research  Bureau, 
Inc.,  Annual  Survey  of  Media  and 
Markets.  Chapter  Six  reports  the 
data  on  the  media  habits,  civic 
activities,  and  membership  in  orga- 
nizations of  the  target  population. 

The  final  chapter  of  this  report 
discusses  the  implications  of  the 
market  research  for  public  educa- 
tion programs. 
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CHAPTER  TWO 


HEALTH  EFFECTS  OF  DIET, 
PHYSICAL  ACTIVITY,  AND  WEIGHT 


An  unhealthy  diet  and  sedentary 
lifestyle  are  associated  with  five  of 
the  top  ten  leading  causes  of  death 
in  the  United  States.  Perhaps  even 
more  importantly,  diet  and  exercise 
are  known  to  play  an  important 
role  in  the  development  and  man- 
agement of  conditions  which  are 


themselves  risk  factors:  high 
blood  pressure,  high  blood  choles- 
terol, obesity,  and  diabetes.  The 
relationship  of  these  factors  to  the 
leading  causes  of  death  are  illus- 
trated in  table  1.  As  shown,  in 
1987,  poor  diet  and  a  lack  of  exer- 
cise were  associated  with  diseases 


responsible  for  about  68  percent  of 
deaths.  The  only  risk  factor  associ- 
ated with  more  deaths  was  smoking 
(77.5  percent)  (DHHS,  Surgeon 
General's  Report  on  Nutrition  and 
Health,  1988). 


Table  1.  Percent  of  Total  Deaths  and  Risk  Factors  Associated  With  10  Leading  Causes  of  Death: 

United  States,  1987 


Cause  of  Death 


Percent  of 
Total  Deaths 


Heart  Disease  35.7 

Cancer  22.4 

Stroke  7.0 

Unintentional  Injury  4.4 

Chronic  Obstructive 

Lung  Diseases  3.7 

Pneumonia  and 

Influenza  3.2 

Diabetes  1.7 

Suicide  1.4 

Chronic  Liver  Disease/ 

Cirrhosis  1.2 

Atherosclerosis  1.1 

All  Other  Causes  18.2 


H  Diet  and  exercise 

I  |  Risk  factors  controlled  with  diet  and  exercise 
I  |  Other  risk  factors 

Sources:  Surgeon  General's  Report  on  Nutrition  and  Health,  1988,  and  bttegration  of  Risk  Factor  Interventions,  1986. 


A  clear  policy  direction  in  the  area 
of  diet  and  health  has  emerged 
with  the  publication  of  the  Surgeon 
General's  Report  on  Nutrition  and 
Health  and  Diet  and  Health:  Implica- 
tions for  Reducing  Chronic  Disease 
Risk  by  the  National  Research 
Council  of  the  National  Academy 
of  Sciences.  Drawing  substantially 
from  those  reports,  the  following 
chapter  reviews  the  burden  of  suf- 
fering associated  with  the  three  risk 
factors  of  diet,  exercise,  and  over- 
weight. The  morbidity  and  mortal- 
ity rates  for  cardiovascular  dis- 
eases, cancer,  and  diabetes  mellitus 
are  presented,  as  well  as  the  inci- 
dence and  prevalence  of  the  associ- 
ated conditions  of  high  blood  pres- 
sure, high  blood  cholesterol,  and 
obesity.  When  the  data  are  avail- 
able, those  segments  of  the  black, 
white,  and  Hispanic  population 
whose  higher  rates  of  associated 


conditions  place  them  at  higher  risk 
are  identified.  A  limitation  of  the 
data  is  that  most  health  data  are 
presented  by  age,  sex,  and  race, 
and  do  not  usually  include  income 
levels.  When  possible,  however, 
disparities  in  disease  rates  by  in- 
come and  education  levels  are  pre- 
sented. 

CARDIOVASCULAR 
AND 

CEREBROVASCULAR 
DISEASES 

Heart  disease  and  stroke,  when 
ranked  with  other  diseases,  are  the 
first  and  third  leading  causes  of 
death  (figure  1).  Furthermore,  hy- 
pertension and  hypercholesterol- 
emia are  known  to  play  an  impor- 
tant role  in  the  development  of 
these  diseases. 


CORONARY 
HEART  DISEASE 

The  age-adjusted  death  rate  for 
heart  disease,  the  leading  cause  of 
death,  declined  by  33  percent  from 
1970  to  1987.  The  decline  has  been 
greatest  among  white  males  (35 
percent),  followed  by  white  females 
(31  percent),  black  females  (28  per- 
cent), and  finally  black  males  (24 
percent)  (NCHS,  1990).  Thirty 
percent  of  this  decline  is  attributed 
to  reductions  in  blood  cholesterol 
levels  by  one  analysis  that  exam- 
ined the  effects  of  changes  in  medi- 
cal intervention  and  changes  in 
lifestyle  (Surgeon  General's  Report). 

Despite  this  decline,  coronary  heart 
disease  (CHD)  still  accounts  for 
more  deaths  annually  than  any 
other  disease  or  group  of  diseases. 
More  than  1.25  million  heart  at- 
tacks occur  each  year  (two-thirds 


Figure  1.  Causes  of  Death  Among  Adults  by  Race  and  Ethnicity:  United  States,  1988 
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occur  in  men),  and  more  than 
500,000  people  die  as  a  result  (Sur- 
geon General's  Report). 

Death  rates  for  CHD  in  men  under 
age  65  and  in  women  under  age  75 
are  higher  among  blacks  than  among 
whites,  the  reverse  being  true  in 
older  persons,  as  shown  in  table  2 
(Surgeon  General's  Report). 


Heart  disease  is  the  leading  cause 
of  death  for  Hispanics  as  it  is  with 
blacks  and  whites.  However,  the 
Secretary's  Task  Force  on  Black  and 
Minority  Health  (1985)  reported 
lower  rates  of  CHD  in  the  Hispanic 
population  than  in  non-Hispanic 
whites,  although  the  data  are  lim- 
ited. Regional  studies  of  Mexican 
Americans  and  Puerto  Ricans  sug- 
gest that  the  mortality  rate  from 
CHD  is  lower  for  these  Hispanic 
groups  than  for  whites 
(COSSMHO,  1988).  Nevertheless, 
cardiovascular  disease  continues  to 
be  a  serious  problem  among  the 
Hispanic  population:  Deaths  from 
cerebrovascular  and  coronary  heart 
diseases  account  for  nearly  half  of 
all  Hispanic  deaths.  The  mortality 
rate  due  to  cardiovascular  disease 
is  slightly  higher  among  Hispanic 
men  than  among  Hispanic  women 
(Secretary's  Task  Force,  1985). 


RISK  FACTORS 

According  to  Diet  and  Health ,  a 
large  body  of  evidence  indicates 
that  the  incidence  of  CHD  is  associ- 
ated with  three  major  risk  factors: 
high  blood  cholesterol,  high  blood 
pressure,  and  cigarette  smoking. 
Other  major  risk  factors  include  a 
low  HDL-cholesterol  concentration, 
diabetes  mellitus,  and  a  family 
history  of  early  (premature)  CHD. 


Obesity,  physical  inactivity,  and 
personality  type  also  are  associated 
with  increased  risk,  but  the  associa- 
tions are  weaker  and  the  evidence 
is  less  complete. 

Diet 

The  principal  nutritional  factors 
identified  with  high  blood  choles- 
terol and  the  development  of  CHD 
are  dietary  fat,  particularly  satu- 
rated fatty  acids,  cholesterol,  and 
energy  imbalance  leading  to  obe- 
sity. Other  dietary  constituents, 
such  as  fiber  and  alcohol,  may 
interact  with  these  factors  in  ways 
that  are  not  clearly  understood. 
Based  on  extensive  scientific  evi- 
dence, the  Surgeon  General's  Report 
recommends  an  overall  decrease  in 
dietary  fat  intake  by  the  general 
public  from  the  present  level  of 
about  37  percent  of  total  calories 
and  a  decrease  in  saturated  fat  from 
the  present  level  of  about  13  per- 
cent of  total  calories.  Reductions  in 


the  amount  of  cholesterol  con- 
sumed by  the  general  public  are 
also  recommended,  along  with  an 
overall  decrease  in  the  prevalence 
and  severity  of  overweight  in  the 
population  through  both  a  decrease 
in  caloric  intake  and  an  increase  in 
caloric  expenditure. 

Physical  activity 

The  scientific  evidence  suggests  an 
indirect  and  possibly  direct  role  of 
physical  activity  in  reducing  risk  of 
fatal  CHD.  Evidence  on  the  level  of 
physical  activity  required  to  reduce 
risk  is  conflicting  (Diet  and  Health). 
There  is  growing  evidence  that 
lower  levels  of  physical  activity 
than  previously  recommended  are 
also  beneficial  (Harris,  S.S.; 
Caspersen,  C.J.;  de  Friese,  G.H.;  and 
Estes,  E.H.,  1989).  One  analysis  by 
the  Centers  for  Disease  Control 
(CDC)  concludes  that  the  lack  of 
physical  activity  is  as  much  of  a 
risk  factor  for  CHD  as  are  high 
blood  cholesterol,  high  blood  pres- 
sure, or  cigarette  smoking  (CDC, 
1987). 

Body  weight 

Maintaining  a  healthy  weight  is  an 
important  factor  in  preventing 
CHD.  Based  on  findings  from  the 
Framingham  Study,  researchers 
estimate  that  the  incidence  of  CHD 
would  be  25  percent  less  than  its 
current  rate  if  Americans  achieved 
and  maintained  their  optimal 
weight  (Brownell  and  Foreyt,  1986). 

There  is  some  evidence  that  re- 
peated cycles  of  weight  gain  and 
loss  may  also  be  a  risk  factor  for 
CHD  mortality.  People  with  cen- 
tral fat  distribution  are  at  greater 
risk  for  CHD  than  people  with 
peripheral  fat  distribution  (Diet  and 
Health). 

Other  risk  factors 

According  to  Diet  and  Health,  ethnic 
and  racial  differences  in  CHD 
deaths  within  countries  are  closely 
associated  with  socioeconomic 


Table  2.  Death  Rates  for  Coronary  Heart  Disease  by  Age,  Race, 
and  Sex:  United  States,  1985 

(Rate  per  100,000  Population ) 


Age 

White 

Black 

White 

Black 

(years) 

Men 

Men 

Women 

Women 

Total 

180.8 

164.9 

82.9 

100.8 

Under  45 

8.2 

13.2 

1.7 

4.3 

45-64 

294.5 

317.8 

85.1 

161.1 

65-74 

1,132.6 

990.6 

506.0 

645.9 

75  and  over 

3,071.8 

2,205.0 

2,010.2 

1,717.5 

*Age-adjusted  to  the  U.S.  population  1940 

Source:  Surgeon  General's  Report  on  Nutrition  and  Health,  1988. 


levels.  Generally,  higher  socioeco- 
nomic status  (SES)  groups  tend  to 
be  nonsmokers  and  have  healthier 
patterns  of  eating,  lower  blood 
cholesterol  levels,  leaner  body  mass 
index,  and  greater  levels  of  physi- 
cal activity. 

STROKE 

Over  two  million  strokes  are  re- 
corded each  year  in  the  United 
States,  and  approximately  7  percent 
of  all  adult  deaths  are  attributable 
to  stroke  (Surgeon  General's  Report; 
NCHS,  1988).  Although  stroke 
mortality  rates  have  declined  dra- 
matically in  recent  years,  certain 
segments  of  the  population  experi- 
ence excess  rates  of  mortality. 

The  mortality  rate  from  strokes 
among  blacks  is  almost  twice  that 
of  whites  as  shown  in  table  3.  In 
particular,  younger  blacks,  ages  25 
to  44,  are  at  a  disproportionately 
greater  risk  of  strokes  than  are 
whites  of  the  same  age.  Years  of 
potential  life  lost  per  1,000  popula- 
tion under  65  years  of  age  for  stroke 
was  almost  three  times  greater 
among  black  than  white  persons 
(NCHS,  1990). 

There  does  not  appear  to  be  an 
excess  stroke  mortality  rate  among 
Hispanics  compared  with  whites  in 
southern  Texas.  There  may  be  a 


slight  excess  of  stroke  mortality 
among  Puerto  Ricans  in  New  York, 
especially  in  the  younger  age  groups, 
compared  with  whites  (DHHS, 
1989). 

RISK  FACTORS 

High  blood  pressure  is  the  most 
consistent  characteristic  associated 
with  the  risk  of  stroke,  but  other 
contributors  include  a  high-  fat 
diet,  serum  lipids,  and  smoking 
(Diet  and  Health). 

HIGH  BLOOD  PRESSURE 

Almost  58  million  Americans  have 
been  found  to  have  elevated  blood 
pressure  (>140/90)  or  have  re- 
ported taking  antihypertensive 
drugs  prescribed  by  a  physician. 
About  39  million  of  these  people 
are  under  the  age  of  65. 

Prevalence  of  hypertension  in- 
creases dramatically  with  age,  from 
a  low  of  2  percent  for  white  females 
ages  18  through  24,  to  a  high  of  83 
percent  for  black  females  65  through 
74  years  of  age  (Surgeon  General's 
Report).  A  consistent  finding  among 
industrialized  societies  is  a  higher 
mean  blood  pressure  and  higher 
prevalence  of  hypertension  among 
men  than  women  from  adolescence 
through  age  45.  After  age  45,  mean 
blood  pressure  values  are  higher  in 
women  than  men.  The  point  at 


which  the  average  blood  pressure 
of  women  crosses  that  of  men  is 
about  five  years  earlier  for  blacks 
than  for  whites  (Diet  and  Health). 
Blacks  have  a  higher  prevalence  of 
high  blood  pressure  (38  percent) 
than  whites  (29  percent)  (Surgeon 
General's  Report). 

Data  from  the  Framingham  Heart 
Study  show  that  people  with  high 
blood  pressure  have  three  to  four 
times  the  risk  of  developing  CHD 
and  as  much  as  seven  times  the  risk 
of  developing  a  stroke  as  do  those 
with  normal  blood  pressures 
(DHHS,  1989). 

Control  of  hypertension  appears  to 
be  more  of  a  problem  for  men  than 
for  women  in  black,  white,  and 
Hispanic  populations  (DHHS, 
1989). 

RISK  FACTORS 

The  behavioral  risk  factors  of  diet, 
exercise,  and  weight  control  associ- 
ated with  cardiovascular  diseases 
are  also  associated  with  high  blood 
pressure. 

Body  weight 

Weight  loss  is  recommended  by  the 
Surgeon  General's  Report  for  all  over- 
weight persons,  particularly  those 
with  hypertension.  Research  sug- 
gests that  control  of  obesity  would 


Table  3.  Death  Rates  for  Cerebrovascular  Disease  by  Age,  Race,  and  Sex:  United  States,  1987 

(Rate  per  100,000  Population) 


Age  (years)  White  Men  Black  Men  White  Women  Black  Women 

Total, 


age-adjusted 

30.3 

57.1 

26.3 

46.7 

25-34 

1.8 

5.4 

1.7 

5.8 

35-44 

5.4 

27.1 

5.1 

17.5 

45-54 

16.7 

67.5 

14.5 

47.2 

55-64 

50.7 

143.9 

38.7 

108.7 

65-74 

165.4 

318.5 

129.3 

261.2 

75-84 

601.2 

777.6 

524.0 

685.7 

85  and  over 

1,663.1 

1,339.1 

1,807.8 

1,480.9 

Source:  NCHS,  Health  United  States,  1989. 


eliminate  hypertension  in  48  per- 
cent of  whites  and  28  percent  of 
blacks.  Even  when  weight  loss 
does  not  reduce  blood  pressure  to 
normal,  health  risks  may  be  re- 
duced, and  smaller  doses  of 
antihypertensive  medication  may 
be  needed  as  a  result. 

Diet 

In  addition  to  obesity,  dietary  fac- 
tors that  clearly  contribute  to  high 
blood  pressure  include  excessive 
intake  of  sodium  and  alcohol. 

Physical  activity 

The  evidence  of  a  direct  association 
of  physical  activity  with  reduced 
blood  pressure  is  scant,  but  it  is 
clear  that  caloric  expenditure 
through  regular  physical  activity  is 
a  critical  component  of  weight 
control  (Surgeon  General's  Report; 
Diet  and  Health). 

HIGH  BLOOD 
CHOLESTEROL 

The  National  Cholesterol  Educa- 
tion Program  (NCEP),  initiated  in 
1985  by  the  National  Heart,  Lung, 
and  Blood  Institute  (NHLBI),  de- 
fines high  blood  cholesterol  as  total 
cholesterol  >240  mg/dL  and  LDL 
cholesterol  >  160  mg/dL.  From 
1976  through  1980, 29  percent  of 
women  and  25  percent  of  men  ages 
20  through  74  had  blood  choles- 
terol levels  of  240  mg/dL  or 
greater.  The  prevalence  of  high 
blood  cholesterol  among  blacks 
and  Hispanics  is  lower  than  the 
prevalence  overall  (DHHS,  1990). 

RISK  FACTORS 

A  diet  high  in  saturated  fats  and 
the  incumbent  excess  in  body 
weight  are  most  highly  correlated 
with  elevated  levels  of  blood  cho- 
lesterol (Surgeon  General's  Report; 
Diet  and  Health). 

CANCER 

Cancer  is  the  second  leading  cause 
of  death  in  the  United  States,  con- 
tributing to  almost  one-fourth  of 
the  adult  deaths  in  1989.  Lung 


cancer  is  the  leading  cause  of  can- 
cer death  for  both  men  and  women. 
Colorectal  cancer  is  the  second 
among  men  and  the  third  among 
women  (NCHS,  1990). 

An  analysis  by  Christenson  and 
Baquet  (1989)  of  cancer  incidence, 
mortality,  and  survival  shows  that 
there  is  a  consistent  increase  in  the 
incidence  rate  from  younger  to 
older  age  groups  when  combining 
all  races,  both  sexes,  and  all  cancer 
sites.  The  pattern  for  increased 
mortality  and  lower  5-year  survival 
rates  is  consistent  with  that  ob- 
served for  incidence. 

They  also  examined  the  relation- 
ship between  cancer  and  SES  and 
race /ethnicity.  The  data  show  a 
relationship  between  lower  educa- 
tional level,  lower  family  income, 
and  higher  age-adjusted  cancer 
rates  when  all  cancer  sites  are  com- 
bined for  both  blacks  and  whites 
(see  table  4).  A  similar  pattern 
appears  for  lower  survival  rates. 
Persons  with  more  years  of  com- 
pleted education  and  increased 
family  income  experience  less  can- 
cer incidence  and  higher  survival 
rates  for  all  sites  combined. 


Average  annual  age-adjusted  can- 
cer incidence  rates  for  all  sites  and 
selected  primary  sites  from  the 
analysis  are  reported  in  table  5  for 
whites,  blacks,  and  Hispanics.  For 
those  cancer  sites  reported,  blacks 
have  the  greatest  incidence  for  all 
sites  combined  (390.0)  than  any 
other  group,  and  greater  incidence 
than  whites  for  all  selected  sites 
except  the  bladder,  colon  plus  rec- 
tum, ovary,  and  breast  (for  all  ages 
and  for  women  age  40  and  over). 
Whites  have  the  next  highest  re- 
ported cancer  incidence  (354.5)  and 
Hispanics  the  next  (243.2). 

While  there  is  variation  by  site, 
blacks  have  the  highest  cancer 
mortality  rates  (211.0)  for  all  sites 
combined,  followed  by  whites 
(166.2).  The  rate  for  Hispanics  in 
New  Mexico,  while  not  directly 
comparable  since  no  national  data 
are  available,  is  127.3,  compared  to 
a  172.5  rate  for  whites.  Five-year 
survival  also  varies  by  cancer  site, 
but  whites  have  the  highest  overall 
rates. 


Table  4.  Age- Adjusted  Cancer  Incidence  Rates  for  Whites  and  Blacks 
Ages  25  and  Over,  All  Cancer  Sites  Combined  (1978-82  Diagnosis) 

 (Rate  per  100,000  Population)  


Educational  Attainment  White  Black 

Under  12  years  393.8  385.6 

High  school  351.3  358.6 

Some  college  342.0  339.0 

College  graduate  338.2  309.1 

Total  350.1  365.2 

Family  Income  White  Black 

Under  $15,000  420.6  382.6 

$15,000-24,999  357.6  352.8 

$25,000-29,999  344.0  320.8 

$30,000+  333.5  319.3 

Total  350.1  365.2 

Source:  Christenson  and  Baquet,  1989 


Table  5.  Average  Annual  Age- Adjusted  Cancer  Incidence  Rates  by 
Primary  Site  and  Racial/Ethnic  Group:  SEER  Program:  1981-85 

 (Rate  per  100,000  Population)  


Primary  Site 

White 

Black 

Hispanic 

All  Sites 

354.5 

390.2 

243.2 

Bladder 

17.3 

9.7 

6.2 

Breast,  female 

95.6 

80.0 

51.2 

under  40  years  of  age 

8.9 

11.2 

7.6 

40  years  of  age  and  over 

247.5 

200.6 

127.7 

Cervix  Uteri 

7.9 

16.8 

13.5 

Colon /Rectum 

51.0 

50.0 

28.8 

Colon 

36.1 

38.3 

18.6 

Rectum 

14.9 

11.6 

10.1 

Corpus  Uteri 

24.2 

14.4 

11.6 

Esophagus 

3.0 

11.5 

2.0 

Larynx 

4.7 

7.0 

2.8 

Lung 

o 

54.5 

74.1 

23.4 

Male 

82.7 

126.9 

32.1 

Female 

33.8 

34.8 

15.9 

iviuiiipitr  iviytMorna 

1  7 

Ovary 

14.1 

10.1 

11.0 

Pancreas 

9.3 

14.0 

10.5 

Prostate 

81.3 

129.5 

77.3 

Stomach 

7.5 

13.9 

13.6 

Note:  Cancer  incidence  data  for  Hispanics  come  from  New  Mexico  only. 


Source:  SEER  Program,  1981-85  (Christenson  and  Baquet,  1989) 


RISK  FACTORS 

A  wide  range  of  factors  are  linked 
to  cancer,  with  the  leading  behav- 
ioral risk  factors  being  tobacco  and 
diet. 

Diet 

Although  estimates  of  the  percent- 
age of  cancer  in  the  United  States 
attributable  at  least  in  part  to  diet 
range  from  10  to  70  percent,  a  best 
estimate  is  35  percent  (Surgeon 
General's  Report).  Dietary  fat  has 
been  found  to  promote  cancer, 
increasing  the  risk  of  cancers  of  the 
breast,  colon,  prostate,  ovaries, 
rectum,  and  endometrium.  The 
National  Cancer  Institute  dietary 
guidelines  to  reduce  cancer  risk 
are:  reduce  fat  intake  to  30  percent 


or  less  of  calories;  increase  fiber 
intake  to  20  to  30  grams  daily,  with 
an  upper  limit  of  35  grams;  include 
a  variety  of  vegetables  and  fruits  in 
the  daily  diet;  avoid  obesity;  con- 
sume alcoholic  beverages  in  mod- 
eration, if  at  all;  and  minimize  con- 
sumption of  salt-cured,  salt-pick- 
led, and  smoked  foods  (Butrum, 
R.R.;  Clifford,  C.K.;  and  Lanza,  E., 
1988). 

Physical  activity 

The  relationship  between  exercise 
and  cancer  needs  further  investiga- 
tion before  conclusions  can  be 
drawn.  However,  a  few  studies 
have  demonstrated  a  link  between 
the  two.  For  example,  increased 
cancer  risk  has  been  noted  in 


recreationally  inactive  individuals, 
compared  with  active  ones,  and 
increased  risk  has  also  been  shown 
in  occupationally  inactive  men 
versus  those  who  are  more  active 
(Gerhardsson,  M.;  Norell,  S£.; 
Kiviranta,  H;  Pedersen,  N.L.;  and 
Ahlbom,  A.,  1986).  Most  of  the 
data  that  suggest  a  protective  role 
from  physical  activity  is  linked  to 
colon  cancer. 

Body  weight 

The  data  from  several  studies  sup- 
port an  association  between  over- 
weight and  cancer.  Achieving  and 
maintaining  desirable  weight  is  one 
of  the  dietary  recommendations  for 
lowering  cancer  risk,  particularly 
for  cancers  of  the  breast,  colon, 
rectum,  uterus,  and  kidney  (Sur- 
geon General's  Report).  In  addition 
to  cancer  incidence  rates,  cancer 
mortality  rates  have  also  been  asso- 
ciated with  weight.  Those  with 
above  average  body  weight  have  a 
higher  mortality  rate  for  several 
types  of  cancer,  including  cancers 
of  the  endometrium,  gallbladder, 
cervix,  and  breast  (Diet  and  Health, 
Surgeon  General's  Report). 


DIABETES  MELLITUS 

Diabetes  mellitus,  often  referred  to 
simply  as  diabetes,  is  the  seventh 
leading  cause  of  death  in  the  United 
States,  attributable  to  36,000  annual 
deaths  (Surgeon  General's  Report). 
There  are  two  types  of  diabetes: 
Type  I  and  Type  II.  Type  I  diabetes, 
or  insulin-dependent-diabetes 
mellitus,  accounts  for  about  10 
percent  of  all  diabetic  cases.  This 
discussion  focuses  on  Type  II  dia- 
betes, or  non-insulin-dependent 
diabetes  mellitus  (NIDDM),  which 
accounts  for  90  percent  of  all  dia- 
betic cases  and  for  which  monitor- 
ing behavioral  risk  factors  plays  a 
major  role  in  its  onset  and  control 
(Surgeon  General's  Report). 

Based  on  results  of  the  second  Na- 
tional Health  and  Nutrition  Exami- 
nation Survey  (NHANES II),  it  is 


estimated  that  only  about  half  of 
the  estimated  11  million  Americans 
with  NIDDM  are  aware  that  they 
have  the  disease.  Women  are  1.4 
times  more  likely  to  develop  NIDDM 
than  are  men,  and  are  more  likely 
to  be  diabetic  at  younger  ages  (Sec- 
retary's Task  Force,  1985;  Kovar, 
M.G.  etal.;  1987). 

Genetic,  environmental,  and  life- 
style factors  can  place  a  person  at 
increased  risk  for  developing 
NIDDM.  Table  6  shows  the  rate  of 
disease  by  age,  sex,  and  race.  The 
prevalence  rates  for  NIDDM,  as 
well  as  mortality,  rise  with  age 
(Surgeon  General's  Report;  Kovar,  et 
al.,  1987).  NIDDM  rates  are  also 
higher  among  people  with  rela- 
tively lower  SES  and  in  rural  areas 
(Diet  and  Health). 

Rates  of  NIDDM  among  Hispanics 
and  blacks  appear  to  be  higher  than 
among  whites  (Diet  and  Health). 
The  prevalence  of  NIDDM  is  33 
percent  higher  and  the  mortality 
rate  is  50  percent  higher  in  black 
populations,  compared  to  white 
populations  (Kovar  et  al.,  1987; 


Surgeon  General's  Report).  Further- 
more, several  studies  have  indi- 
cated that  the  majority  of  blacks 
who  are  diabetic  are  overweight 
women  and  that  black  women 
have  higher  incidence  and  death 
rates  attributable  to  diabetes  than 
do  black  men  (Secretary's  Task 
Force,  1985). 

For  Hispanics,  NIDDM  is  most 
problematic  for  Puerto  Ricans  and 
Mexican  Americans,  especially 
those  from  low  socioeconomic 
families  (COSSMHO,  1988;  Sec- 
retary's Task  Force,  1985).  Data 
from  the  Hispanic  Health  and 
Nutrition  Examination  Survey 
(HHANES),  conducted  from  1982 
to  1984,  indicated  that  the  preva- 
lence of  diabetes  was  two  to  three 
times  greater  in  Mexican  Ameri- 
cans and  Puerto  Ricans  than  in 
non-Hispanic  whites,  while  in  Cu- 
bans the  prevalence  was  similar  to 
that  in  non-Hispanic  whites.  In  the 
group  ages  45  to  74  years,  the  pre- 
valence of  diabetes  was  extremely 
high  in  Mexican  Americans  (23.9 
percent)  and  Puerto  Ricans  (26.1 
percent),  compared  to  Cubans 
(15.8  percent)  and  non-Hispanic 
whites  (12.0  percent)  (NCHS, 
Anthropometric  Data...for  Hispanics, 
1989). 

Many  of  the  adverse  health  effects 
of  diabetes  derive  from  its  compli- 
cations that  include  heart  disease 
and  stroke,  kidney  disease,  blind- 
ness, and  amputations.  Half  of  the 
people  with  diabetes  suffer  serious 
limitations  of  activity,  and  one- 
third  are  unable  to  work  regularly 
(Surgeon  General's  Report). 

RISK  FACTORS 

While  there  is  a  strong  biological 
influence  on  the  risk  for  NIDDM, 
excess  body  weight  is  a  strong 
behavioral  risk  factor  for  the  onset 
of  the  disease. 

Body  weight 

It  is  estimated  that  about  80  percent 
of  all  NIDDM  diabetics  are  over- 
weight (NIH,  1986).  The  risk  for 


NIDDM  increases  as  body  weight 
increases,  and  even  moderate  ex- 
cess weight  can  initiate  the  disease. 
Experts  recommend  the  mainte- 
nance of  ideal  weight  as  a  critical 
preventive  measure  against  diabe- 
tes. For  those  with  a  family  history 
of  NIDDM,  being  overweight  is 
especially  risky.  The  onset  of 
NIDDM  can  be  delayed  or  pre- 
vented in  individuals  with  a  family 
history  if  they  avoid  or  eliminate 
obesity  (NIH,  1986). 

Exercise 

Exercise  also  appears  to  play  a  role 
in  the  management  of  diabetes,  in 
that  it  seems  to  influence  glucose 
intolerance  positively  by  prevent- 
ing the  rise  in  blood  glucose  level 
that  follows  consumption  of  carbo- 
hydrates and  by  increasing  insulin 
sensitivity  (Raurama,  1984;  NIH, 
1986;  CDC,  1988). 


OBESITY 

Obesity  refers  to  an  excess  of  body 
fat.  Because  degree  of  fatness  is  a 
continuum,  any  definition  of  obe- 
sity must  be  arbitrary  and  related 
to  a  standard  of  normality.  Despite 
the  variation  in  definitions,  it  is 
agreed  that  obesity  is  one  of  the 
most  prevalent  diet-related  prob- 
lems in  the  United  States.  Its  high 
prevalence  —  about  one-fourth  of 
adults  are  overweight  and  nearly 
one-tenth  are  severely  overweight 
—  together  with  its  role  as  a  risk 
factor  for  diabetes,  hypertension, 
coronary  artery  disease,  stroke, 
gallbladder  disease,  and  some 
types  of  cancer,  suggest  that  reduc- 
tions in  excess  weight  would  sig- 
nificantly improve  the  Nation's 
health  (Surgeon  General's  Report).  In 
addition  to  total  body  fat,  another 
factor  associated  with  the  risk  of 
chronic  diseases  is  the  distribution 
of  fat  on  the  abdomen  and  trunk  or 
peripherally  on  the  arms  and  legs. 
At  present,  an  increase  in  the 
amount  of  fat  in  the  abdomen  is 
associated  with  an  increased  risk  of 
disease.  Mortality  risk  increases  as 


Table  6.  Prevalence  of  Type  II 
Diabetes  by  Age,  Sex,  and  Race: 
United  States,  1983-85 
(Rate  per  1,000  Population) 

All  ages 

25.6 

Under  18  years 

1.7 

1844 

9.0 

45-64 

54.4 

65-74 

97.9 

75  and  over 

91.8 

Male 

22.3 

Female 

28.7 

White 

24.3 

Black 

37.1 

Note:  Prevalence  refers  to  the  aver- 

age annual  number  of  diabetes  con- 

ditions reported. 

Source:  NCHS,  Advance  Data  No. 

155, 1988. 

the  severity  of  obesity  increases, 
and  even  minor  decreases  in  body 
weight  can  have  beneficial  health 
effects  (Diet  and  Health). 

According  to  the  definition  of  over- 
weight used  in  the  National  Health 
and  Nutrition  Examination  Survey 
II  (NHANES  II),  25.6  percent  of 
Americans  ages  20  to  74  years  were 
overweight,  with  the  highest  rates 
observed  among  the  poor  and  eth- 
nic minority  groups.  Age-adjusted 
rates  for  blacks  (36.6  percent)  ex- 
ceeded those  for  whites  (24.6  per- 
cent), and  those  for  females  of  all 
races  (26.7  percent)  exceeded  those 
for  males  (24.4  percent)  (Surgeon 
General's  Report). 

Table  7  summarizes  the  extent  of 
the  U.S.  adult  population  that  is 
overweight,  according  to  sex  and 
racial  or  ethnic  grouping.  The 
overweight  rate  for  men  varied  by 
race /ethnicity,  but  not  substan- 
tially: Mexican  Americans  showed 
the  smallest  proportion  of  over- 
weight men  (19.6  percent)  and 
Cubans  the  largest  (29.4).  Black 
women,  however,  had  an  overweight 
rate  almost  twice  that  of  white 
women,  45.1  percent  compared  to 
24.6  percent.  The  rates  for  Hispanic 
women  fell  between  those  for  blacks 
and  whites  (Surgeon  General's 
Rqwrt;  Anthropometric  Data. ..for 
Hispanics). 

The  peak  overweight  rates  for  men 
occur  from  ages  35  to  64,  whereas 
rates  for  women  continue  to  in- 
crease throughout  the  ages  in  which 
they  are  measured.  The  percent  of 
adults  classified  as  overweight 
increases  from  a  low  of  5.5  percent 
among  black  men  ages  20  to  24  to  a 
high  of  61.2  percent  among  black 
women  ages  45  to  54  (Surgeon 
General's  Report). 

RISK  FACTORS 

The  interplay  of  familial,  environ- 
mental, and  behavioral  factors  in 
the  etiology  of  obesity  is  complex. 
Factors  that  are  considered  to  be 


Table  7.  Prevalence  of  Over- 
weight by  Race,  Ethnicity,  and 
Sex:  United  States, 
1976-80  and  1982-84 

(In  percent) 


Male 

Female 

White 

24.4 

24.6 

Black 

26.3 

45.1 

Mexican 

American 

19.6 

39.1 

Cuban 

29.4 

34.1 

Puerto  Rican 

25.2 

37.3 

Source:  NHANES  H  (1987-80) 
and  HHANES  (1982-84) 


contributors  are:  1)  heredity,  2) 
primary  overeating,  3)  altered  me- 
tabolism of  adipose  tissue,  4)  defec- 
tive or  decreased  thermogenesis,  5) 
decreased  physical  activity,  and  6) 
certain  prescribed  medications. 
While  it  may  not  be  possible  to 
specify  the  relative  importance  of 
either  energy  intake  (i.e.,  diet)  or 
energy  expenditure  (i.e.,  physical 
activity)  in  the  development  of 
obesity,  these  are  two  factors  over 
which  individuals  have  some  per- 
sonal influence.  A  combination  of 
diet  and  exercise  are  clearly  recom- 
mended to  lose  weight  (Surgeon 
General's  Report;  Diet  and  Health). 

Diet 

Because  fat  contains  more  than 
twice  the  caloric  value  per  gram  of 
either  protein  or  carbohydrate,  the 
Surgeon  General's  Report  recommends 
that  the  general  public  would  benefit 
from  reduced  fat  intake.  In  addi- 
tion, because  sugar  and  alcohol 
provide  calories  from  carbohydrates 
but  no  other  nutrients,  individuals 
seeking  to  attain  and  maintain  a 
healthy  body  weight  are  advised  to 
use  these  substances  sparingly. 

Physical  activity 

Evidence  indicates  mat  exercise 
bums  calories,  controls  appetite, 
increases  the  proportion  of  lean  to 


fat  body  mass,  and,  consequently, 
raises  the  metabolic  rate.  There- 
fore, according  to  the  Surgeon  Gen- 
eral's Report,  increased  levels  of 
physical  activity  are  important  for 
attaining  healthy  body  weights 
among  the  general  population. 

SUMMARY 

Despite  the  many  improvements  in 
the  health  status  of  the  American 
public,  it  is  clear  from  the  discus- 
sion above  that  some  population 
groups  suffer  disproportionately 
from  disease  and  early  death.  Mi- 
norities and  low  SES  groups  gener- 
ally have  higher  rates  of  disease 
and  higher  rates  of  death  than  the 
general  population.  However,  the 
current  science  base  is  not  adequate 
to  specify  the  relative  contributions 
of  race,  ethnicity,  and  socioeconomic 
status  to  disease  risk. 

In  this  discussion,  lifestyle  practices 
such  as  dietary  patterns,  exercise 
habits,  and  weight  control  have 
been  highlighted  because  of  their 
relevance  to  health  communication 
programs.  The  consumption  of 
dietary  fat,  particularly  saturated 
fat,  has  been  found  to  promote 
coronary  heart  disease,  stroke,  and 
some  cancers,  and  play  a  role  in  the 
control  of  diabetes,  high  blood 
pressure,  and  high  blood  choles- 
terol. Levels  of  physical  activity 
and  sedentary  lifestyles  are  associ- 
ated with  CHD,  stroke,  the  man- 
agement of  diabetes,  and  possibly 
cancer  (although  further  research  is 
needed  to  determine  whether  there 
is  a  direct  association).  Further- 
more, these  behavioral  factors  are 
indirectly  associated  with  high 
blood  pressure  and  high  blood 
cholesterol.  Weight  control  result- 
ing from  the  proper  balance  of 
caloric  intake  and  expenditure  has 
a  preventive,  risk-reducing  influ- 
ence on  each  of  the  chronic  diseases 
and  conditions  cited. 

Based  on  the  influence  that  the 
three  behavioral  risk  factors  have 


on  health  status,  either  indepen- 
dently or  in  association  with  envi- 
ronmental and  social  factors,  it  can 
be  expected  that  there  are  also  dis- 
parities in  health  practices  that 
parallel  disparities  identified  in 
health  outcomes.  The  next  chapter 
will  examine  the  extent  of  knowl- 
edge and  reported  practices  of  the 
general  population  in  the  areas  of 
diet,  exercise,  and  weight.  When 
possible,  differences  based  on  age, 
sex,  race /ethnicity,  education,  in- 
come, and  other  factors  will  be 
identified. 
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CHAPTER  THREE 


DIET,  EXERCISE,  AND 
WEIGHT  CONTROL  BEHAVIOR 


The  behavioral  risk  factors  of  diet, 
exercise,  and  weight  control  are 
linked  in  their  health  effects  but  not 
necessarily  in  their  practice.  Com- 
mercials urging  us  to  buy  athletic 
shoes  for  every  sport  and  high 
priced,  high  fiber  breakfast  cereals 
create  the  impression  that  the 
American  public  is  obsessed  with 
health  and  fitness  and  willing  to 
pay  for  its  benefits.  However, 
closer  examination  of  the  data  on 
diet  and  exercise  practices  shows 
that  large  segments  of  the  Ameri- 
can public  may  be  buying  the  prod- 
ucts but  not  much  more. 

This  chapter  examines  the  trends  in 
the  practice  of  healthy  habits;  pub- 
lic knowledge  of  various  aspects  of 
the  three  topics;  and,  to  the  extent 
that  data  are  available,  attitudes 
and  beliefs  about  health  and  diet, 
exercise,  and  weight  control.  The 
limited  data  available  about  the 
integration  of  behavioral  risk  fac- 
tors is  also  reviewed.  The  variation 
in  knowledge  and  practices  by  age, 
race /ethnicity,  and  sex  is  given 
when  possible  in  order  to  help 
identify  those  segments  of  the 
population  whose  health  practices 
place  them  at  higher  risk  for  dis- 
ease. 

DIETARY  BEHAVIOR 

Every  day  Americans  consume 
foods  that  may  increase  their  risk  of 
developing  life-threatening  dis- 


eases. As  the  previous  chapter  has 
shown,  high  consumption  of  di- 
etary fat,  especially  saturated  fat, 
coupled  with  low  consumption  of 
fiber  and  complex  carbohydrates, 
has  been  associated  with  several 
major  diseases.  This  section  of  the 
report  summarizes  national  recom- 
mendations regarding  dietary  prac- 
tices, trends  in  dietary  behavior, 
and  knowledge  and  attitudes  about 
diet. 

As  stated  earlier,  the  scientific  evi- 
dence about  the  relationship  be- 
tween diet  and  chronic  diseases  has 
been  reviewed  in  two  major  reports 
—  the  Surgeon  General's  Report  on 
Nutrition  and  Health  and  Diet  and 
Health.  Both  reports  made  dietary 
recommendations  for  the  public 
stemming  from  their  comprehen- 
sive reviews  of  the  scientific  evi- 
dence. In  addition,  other  groups, 
such  as  the  American  Heart  Asso- 
ciation and  the  American  Cancer 
Society,  have  issued  dietary  recom- 
mendations. 

The  recommendations  from  the 
various  sources  parallel  each  other 
to  a  great  extent.  The  recommen- 
dations made  by  scientific  panels 
convened  by  governmental  and 
voluntary  agencies  from  1977  to 
1989  are  summarized  in  table  8.  As 
the  table  shows,  the  scientific  con- 
sensus points  to  the  importance  of 
a  low  fat  diet  which  can  best  be 
achieved  through  an  increase  in  the 


intake  of  fruits,  vegetables,  grains, 
and  other  foods  high  in  complex 
carbohydrates  and  fiber  and  a  de- 
crease in  the  intake  of  foods  high  in 
fat,  especially  saturated  fats.  In 
addition,  sugar,  alcohol,  and  salt 
consumption  should  be  limited. 
The  panels  also  concur  on  the  im- 
portance of  maintaining  a  healthy 
weight  as  a  means  of  controlling 
risks  for  chronic  diseases. 

TRENDS  IN  DIETARY 
BEHAVIOR 

The  National  Research  Council 
reports  in  Diet  and  Health  (1989) 
that  more  educated  and  higher 
income  people  seem  to  be  changing 
their  diets  to  follow  public  health 
recommendations.  Yet,  national 
surveys  and  other  studies  report 
that  total  fat  and  saturated  fat  in- 
take remain  higher  than  the  recom- 
mended levels,  indicating  that  most 
Americans  have  not  adopted  these 
eating  habits.  In  addition,  fruits 
and  vegetables  overall,  specifically 
cruciferous  vegetables  and  carote- 
noid  vegetables  thought  to  play  a 
role  in  reducing  cancer  risk,  are 
consumed  in  relatively  low 
amounts.  White  bread  remains 
more  popular  than  the  higher  fiber 
grain  breads,  and  baked  products 
containing  high  amounts  of  sugar 
and  fat  are  commonly  consumed 
(Diet  and  Health).  Additional  data 
pertaining  to  American  compliance 
with  dietary  recommendations  are 
presented  in  table  9. 


Table  8.  A  Comparison  of  Dietary  Guidelines  Issued  by  U.S.  Scientific  Organizations 

and  Government  Agencies 

Recommendations 

U.S.  Senate  Select 
Committee  on 
Nutrition  and 
Human  Needs,  1977 

U.S.  Departments  of 
Agriculture  and 
Health  and  Human 
Services,  1980, 1985 

National  Academy 
of  Sciences,  1982 

American  Cancer 
Society,  1984 

Variety 

Eat  a  variety  of  foods. 

Fat 

Reduce  total  fat  to 
27-33  percent  of  calories; 
and  cholesterol  to 
250-350  mg  per  day. 

Avoid  too  much  fat 
and  cholesterol. 

Reduce  fat  intake  to 
30  percent  of  calories. 

Cut  down  on  total 
fat  intake. 

Carbohy  d  rates/ 
Fiber 

Increase  complex  carbo- 
hydrates and  naturally 
occurring  sugars  to  45- 
51  percent  of  calories; 
increase  fiber. 

Eat  foods  with  adequate 
starch  and  fiber. 

Fruits/V  egetables/ 
Grains 

Include  fruits,  veg- 
etables, and  whole 
grain  cereal  products 
in  the  daily  diet. 

Eat  more  high-fiber 
foods  such  as  whole- 
grain  cereals,  fruits, 
and  vegetables; 
include  foods  rich  in 
vitamins  A  and  C 
and  cruciferous 
vegetables. 

Sugar 

Avoid  too  much  sugar. 

Protein 

Obesity 

Avoid  overweight. 

Maintain  desirable 
weight. 

Avoid  obesity. 

Alcohol 

Keep  alcofwl  intake 
moderate. 

If  you  drink  alcoholic 
beverages,  do  so  in 
moderation. 

If  alcoholic  beverages  are 
consumed,  tltey  should 
be  consumed  in  modera- 
tion. 

Be  moderate  in 
consumption  of 
alcolwlic  beverages. 

Salt/Sodium 

Reduce  salt  intake  to 
4-6  gm  per  day. 

Avoid  too  much 
sodium. 

Minimize  consumption 
of  salt-cured,  salt  - 
pickled,  and  smoked 
foods. 

Be  moderate  in 
consumption  of  salt- 
cured,  smoked,  and 
nitrate-cured  foods. 

Fluoride 

Calcium 

Iron 

Supplements 

(Continued  on  the  next  page.) 

Table  8.  A  Comparison  of  Dietary  Guidelines  Issued  by  U.S.  Scientific  Organizations  and 

Government  Agencies  ( continued) 

Recommendations 

American  Heart 
Association,  1988 

National  Cancer 
Institute,  1988 

U.S.  Surgeon 
General,  1988 

of  Sciences,  1989 

Variety 

A  variety  of  foods 
should  be  consumed. 

Fat 

Reduce  total  fat  to  30 
percent  of  calories; 
saturates  to  less  than 
10  percent  of  calories; 
polyunsaturates  to  no 
more  than  10  percent  of 
calories;  and  cholesterol 
to  300  mg  per  day. 

Reduce  fat  intake  to 
30  percent  or  less 
of  calories. 

Reduce  fat,  especially 
saturated  fat,  and 
cholesterol. 

Reduce  total  fat  intake 
to  30  percent  or  less  of 
calories;  saturated  fat  to 
less  than  10  percent  of 
calories;  cholesterol  to 
less  than  300  mg  per 
day. 

Carbohydrates/ 
Fiber 

Carbohydrate  intake 
should  constitute  50 
percent  or  more  of  calo- 
ries; emphasis  on  com- 
plex carbohydrates. 

Increase  fiber  intake  to 
20-30  g  daily,  with  an 
upper  limit  of  35  gm. 

Increase  complex  carbo- 
hydrates and  fiber. 

Carbohydrates  slwuld 
total  more  titan  55 
percent  of  calories. 

Fruits/V  egetables/ 
Grains 

Include  a  variety  of 
vegetables  and  fruits  in 
the  daily  diet. 

Every  day  eat  5  or  more 
1/2-cup  servings  of  fruits 
and  vegetables;  increase 
starch  aitd  complex 
carboltydrate  intake  to  6 
or  more  servings  of 
breads,  cereals,  grains. 

Sugar 

- 

Those  vulnerable  to 
caries  should  limit 
consumption  of  high- 
sugar  foods. 

Protein 

Protein  intake  should 
provide  the  remainder 
of  calories. 

■ 

Maintain  moderate 
protein  intake. 

Obesity 

Total  calories  should  be 
sufficient  to  maintain  an 
individual's  recom- 
mended body  weight. 

Avoid  obesity. 

Achieve  and  maintain 
desirable  body  weight. 

Balance  food  intake  and 
physical  activity  to 
maintain  appropriate 
body  weight. 

Alcohol 

Alcohol  consumption 
should  not  exceed  1-2  oz 
per  day  of  ethanol. 

Consume  alcoholic 
beverages  in  moderation, 
if  at  all. 

Consume  alcohol  only 
in  moderation  (no  more 
titan  2  drinks  a  day). 

We  do  not  recommend 
alcoltolic  beverages;  if  you 
drink,  corisume  no  more 
titan  1  oz  ofetfiattol  daily. 

Salt/Sodium 

Sodium  intake  should 
not  exceed  3  gm  per  day. 

Minimize  consumption  of 
salt-cured,  salt-pickled, 
and  smoked  pods. 

Reduce  sodium  intake. 

Limit  salt  consumption 
to  6g  per  day. 

Fluoride 

Water  supplies  shoidd 
contain  adequate 
fluoride  levels. 

Maintain  optimal 
fluoride  intake. 

Calcium 

Adolescent  girls  and 
adult  women  shoidd 
increase  consumption  of 
calcium-rich  foods. 

Maintain  adequate 
calcium  intake. 

Iron 

Children,  adolescents, 
and  women  of  child- 
bearing  age  should 
consume  iron-rich  foods. 

Supplements 

Avoid  taking  dietary 
supplements  in  excess 
of  daily  RDA. 

Table  9.  American  Dietary  Practices 

Recommendation* 

Daily  Practice 

Reduce  fat  intake  to  30% 
or  less  of  calories. 

37%  for  women 
36%  for  men1 

Consume  less  than  300  mg 
of  dietary  cholesterol. 

435  mg  for  men 
304  mg  for  women1 

Carbohydrates  should  be  55% 
or  more  of  calories. 

46%  for  women 
45%  for  men1 

Eat  20-30  grams  of  fiber  daily.** 

18  grams  for  women 
12  grams  for  men1 

Eat  5  or  more  servings  of 
fruits  and  vegetables  daily. 

52%  eat  one  vegetable  other 
than  potato  or  salad 
58%  eat  any  fruit2 

Eat  6  or  more  servings  of 
breads,  grains,  and  cereals  daily. 

Data  not  available 

"Recommendations  from  NRC  Diet  and  Health  unless  noted. 
■"National  Cancer  Insititute,  1988. 

Sources:  'CSFII,  1985 

2Blockand  Lanza,  1987 

DIETARY  FAT 
CONSUMPTION 

Despite  public  health  recommenda- 
tions to  lower  dietary  fat  intake  to 
30  percent  or  less  of  total  calories 
(Diet  and  Health),  a  comparison  of 
USDA  surveys  conducted  in  1977 
and  1985  found  that  the  total  fat 
intake  for  women  only  decreased 
from  41  percent  to  an  average  of  37 
percent  of  calories.  There  was, 
however,  a  shift  in  dietary  source  of 
fat.  From  1977  to  1985,  some 
women  lowered  their  whole  milk 
consumption  and  switched  to  low- 
fat  or  skim  milk.  The  change  was 
greater  among  higher-income  fe- 
males, one-half  to  two-thirds  of 
whom  reported  drinking  low-fat  or 
skim  milk.  Only  one-third  of  low- 
income  females  reported  consum- 
ing low-fat  or  skim  milk  products. 
Consumption  of  meat  as  a  single 
item  also  decreased.  However,  fat 
intake  increased  from  sources  such 
as  cheese,  cream  desserts,  salad 
dressings,  and  table  fats  (USDA, 


1985).  Overall,  only  12  percent  of 
women  had  levels  of  fat  intake 
consistent  with  the  recommended 
fat  intake  of  30  percent  or  less  of 
total  caloric  energy.  Only  10  per- 
cent of  women  stayed  within  the 
recommended  saturated  fat  limit  of 
10  percent  or  less  of  total  caloric 
intake  (Harris  and  Welsh,  1989). 

According  to  the  USDA  data,  from 
1977  to  1985  dietary  fat  intake  also 
decreased  for  men  from  41  percent 
of  total  calories  to  36  percent  of 
total  calories.  As  dietary  fat  intake 
decreased,  carbohydrate  consump- 
tion increased  from  40  percent  of 
total  calories  to  45  percent  of  total 
calories.  These  differences  can  be 
attributed  to  dietary  changes  such 
as  decreased  consumption  of  whole 
milk,  beef,  eggs,  and  sweets.  Other 
notable  dietary  changes  are  the 
increased  intake  of  low-fat  or  skim 
milk;  fish  and  shellfish;  legumes, 
nuts,  and  seeds;  and  grain  mixtures 
(USDA,  1985). 


DIETARY  CHOLESTEROL 
CONSUMPTION 

Diet  and  Health  encourages  Ameri- 
cans to  consume  less  than  300  milli- 
grams of  dietary  cholesterol  per 
day.  According  to  the  1985  USDA 
data,  the  dietary  cholesterol  con- 
sumption levels  were  higher  for 
males  (435  mg)  than  for  females 
(304  mg).  Sixty-two  percent  of 
women  were  found  to  be  in  adher- 
ence with  the  300  milligrams  di- 
etary cholesterol  guideline  (Sims, 
1988).  Dietary  cholesterol  con- 
sumption was  higher  among  black 
males  and  black  females,  compared 
to  their  white  counterparts.  In 
another  study,  the  analysis  of  24- 
hour  dietary  recall  data  from  the 
NH  ANES II  survey  by  Block, 
Rosenberger,  and  Patterson  (1988) 
found  that  the  dietary  cholesterol 
intake  was  302  milligrams  for  black 
females,  compared  to  271  milli- 
grams for  white  females.  A  corre- 
sponding difference  was  found 
among  males  (485  milligrams  for 
black  males  and  440  milligrams  for 
white  males).  Black  males  ages  19 
to  24  years  and  45  to  54  years  re- 
ported dietary  cholesterol  con- 
sumption levels  of  greater  than  525 
milligrams,  an  amount  significantly 
higher  than  the  recommended 
intake  of  300  milligrams  or  less. 

CARBOHYDRATE 
CONSUMPTION 

The  components  that  constitute 
carbohydrates  are  starch,  sugar, 
and  fiber.  The  amount  of  carbohy- 
drates available  in  the  food  supply 
decreased  from  493  grams  per 
capita  per  day  during  the  period 
from  1909-1913  to  391  grams  in 
1985.  A  significant  change  occurred 
in  the  proportion  of  total  carbohy- 
drates available  from  starches  ver- 
sus sugars.  In  1909-1913,  the  carbo- 
hydrate food  supply  was  com- 
prised of  two-thirds  starch  and 
one-third  sugar.  In  contrast,  the 
1980  carbohydrate  food  supply 
consisted  of  slightly  more  sugars 
than  starches.  Diet  and  Health  ex- 


plains  that  the  change  is  attribut- 
able to  a  decrease  in  use  of  grain 
products  and  potatoes,  and  an 
increase  in  use  of  refined  sugars, 
syrups,  and  other  sweeteners.  Diet 
and  Health  guidelines  recom- 
mended increasing  carbohydrate 
intake  to  at  least  55  percent  of  total 
calories  consumed.  In  1985,  USD  A 
data  showed  carbohydrate  intake 
for  men  and  women  as  45  percent 
and  46  percent,  respectively,  of 
total  caloric  intake. 

DIETARY  FIBER 
CONSUMPTION 

According  to  the  National  Cancer 
Institute  (NCI),  Americans  should 
increase  their  dietary  fiber  intake  to 
20  to  30  grams  per  day.  Diet  and 
Health  reports  that  few  data  exist 
regarding  dietary  fiber  in  the  food 
supply  or  the  amount  of  fiber  con- 
sumed by  Americans.  According 
to  USDA  data  (1985),  dietary  fiber 
intake  was  18  grams  for  men  and 
12  grams  for  women.  In  her  analy- 
sis of  the  USDA  data,  Sims  (1988) 
found  that  only  about  5  percent  of 
women  consumed  the  recom- 
mended amount  of  fiber. 

FRUIT  AND  VEGETABLE 
CONSUMPTION 

Diet  and  Health  recommends  that 
Americans  eat  five  or  more  serv- 
ings of  fruits  and  vegetables  daily, 
especially  citrus  fruits  and  green 
and  yellow  vegetables.  However, 
according  to  Block  and  Patterson 
(1988),  on  any  given  day,  only  51 
percent  of  Americans  eat  even  one 
vegetable  other  than  potato  or 
salad  and  only  59  percent  eat  fruit. 

According  to  USDA  data  (1985), 
the  mean  intake  of  fruits  and  veg- 
etables by  women  declined  by  8 
percent  from  1977  to  1985.  For 
men,  the  mean  intake  of  fruits  and 
vegetables  increased  by  11  percent 
and  3  percent,  respectively.  An 
increase  in  the  consumption  of 
citrus  fruits  and  juices  accounted 
for  the  notable  increase  in  total  fruit 
consumption  by  males. 


Consumption  of  fruits  and  veg- 
etables containing  nutrients  thought 
to  be  important  to  cancer  preven- 
tion is  similarly  low.  The  analysis 
of  24-hour  dietary  recall  data  from 
NHANES II  by  Block  and  Patterson 
showed  that  only  18  percent  of 
respondents  reported  eating  at  least 
one  cruciferous  vegetable.  Seventy- 
nine  percent  of  the  respondents 
reported  eating  no  fruit  or  vegetable 
high  in  Vitamin  A,  and  72  percent 
reported  eating  no  fruit  or  veg- 
etable high  in  Vitamin  C.  Only 
about  23  percent  of  the  respondents 
ages  30  to  54  years  reported  eating 
fruits  or  vegetables  high  in  Vitamin 
A  and  about  30  percent  reported 
eating  fruits  or  vegetables  high  in 
Vitamin  C.  A  higher  percentage  of 
blacks  than  whites  reported  eating 
fruits  or  vegetables  high  in  these 
two  vitamins  and  cruciferous  veg- 
etables. According  to  the  self-re- 
ported data,  consumption  of  fruits 
and  vegetables  increased  as  income 
level  increased,  and  vegetable  con- 
sumption increased  with  age. 

SOCIETAL  CHANGES 
INFLUENCE  EATING 
HABITS 

What  and  how  we  eat  has  changed 
dramatically  in  the  last  50  or  60 
years.  In  1928,  for  example,  grocery 
stores  contained  about  867  familiar 
agricultural  products.  In  1983,  that 
had  increased  to  about  16,000  items. 
In  1988,  shoppers  were  able  to 
choose  from  over  24,000  items.  The 
increase  is  primarily  from  processed 
and  convenience  food  items  (NCI, 
1987). 

Social  and  demographic  trends  also 
influence  eating.  Although  just  a 
sampling,  the  impact  of  the  follow- 
ing trends  on  how  and  what  we  eat 
is  clear. 

6  Sixty-five  percent  of  women 
with  children  work  outside 
the  home  (NCI,  Hispanic 
Communication  Plan,  1988). 


•  Convenience  stores  rival 
supermarkets  for  food 
shopping  (ODPHP,  1990). 

•  Only  one-third  of  home- 
makers  prepare  food  from 
scratch  more  than  once  a 
week  (Hispanic  Communi- 
cation Plan). 

A  15-year  Pillsbury  Company 
study  called  "What's  Cookin'?:  A 
Study  of  Trends  in  American  Eat- 
ing Behavior"  tracked  actual  eating 
behaviors  of  1,000  American  house- 
holds through  food  diaries  and 
found  that  only  20  percent  of  those 
consumers  followed  the  dietary 
recommendations  set  forth  by  Fed- 
eral health  agencies.  These  "careful 
cooks"  tended  to  be  older,  well- 
educated,  and  members  of  high 
income  brackets  (Quirk's  Market 
Research  Review,  1988). 

Consumption  of  fast  food  high  in 
saturated  fat  was  frequently  cited 
by  blue-collar  participants  in  focus 
groups  conducted  by  the  Henry  J. 
Kaiser  Family  Foundation  (Adver- 
tising Council,  1988).  Whites, 
blacks,  and  Hispanics  were  repre- 
sented in  the  groups.  According  to 
the  focus  group  respondents,  fatty 
foods,  such  as  fried  foods,  lunch 
meats,  cheese,  and  fast  foods,  are  a 
main  part  of  their  diet.  The  pri- 
mary reason  given  by  those  group 
participants  for  eating  fast  food 
was  that  it  is  convenient  and  inex- 
pensive. These  consumers  also 
believed  that  health  food  is  expen- 
sive and  requires  too  much  time  to 
prepare.  They  did  not  think  about 
what  they  ate  as  long  as  it  is  conve- 
nient, inexpensive,  and  tasty.  Most 
of  the  participants  agreed  that  tasty 
foods  (usually  high  in  fat)  are  fast, 
cheap,  easy  to  get,  and  satisfying 
(Advertising  Council,  1988). 


KNOWLEDGE 
REGARDING  DIETARY 
ISSUES 

Public  knowledge  about  the  rela- 
tionship of  diet  and  disease  is  in 
many  cases  quite  good,  but  the 
depth  of  nutritional  knowledge  is 
limited  and  the  ability  to  translate 
knowledge  into  action  is  unevenly 
distributed.  A  recent  survey  con- 
ducted by  Gallup  for  the  Interna- 
tional Food  Information  Council 
(IFIC)  and  the  American  Dietetic 
Association  (ADA)  found  that  52 
percent  of  adults  reported  increas- 
ing consumption  of  oat  bran  and  48 
percent  said  they  were  increasing 
use  of  vitamin  supplements.  Yet 
when  asked  if  they  were  increasing 
anything  else  in  their  diet  due  to 
health  concerns,  only  eight  percent 
reported  eating  more  vegetables 
and  only  six  percent  said  they  were 
consuming  more  fruits  or  fruit 
juices  (IFIC  and  ADA,  1990). 

ABOUT  DIETARY  FAT 
AND  CHOLESTEROL 
The  Health  and  Diet  Surveys  con- 
ducted by  the  Food  and  Drug  Ad- 
ministration (FDA)  and  the  Na- 
tional Heart,  Lung,  and  Blood  Insti- 
tute (NHLBI)  in  December  1983 
and  in  the  spring  of  1986  found  that 
over  70  percent  of  respondents 
knew  that  eating  fewer  high-fat 
and  high-cholesterol  foods,  and 
lowering  high  blood  cholesterol 
levels  have  a  "large"  impact  on 
preventing  heart  disease  (Schucker 
etal.,  1987). 

Beyond  this  finding,  nutritional 
knowledge  is  less  impressive.  In 
the  1986  FDA/NHLBI  survey, 
while  many  correctly  reported 
some  specific  ways  to  lower  choles- 
terol, others  incorrectly  reported 
means,  such  as  ingesting  vitamins 
(18  percent),  as  effective  ways  to 
control  blood  cholesterol  (Schucker 
etal.,  1987). 

Many  consumers  were  also  con- 
fused when  asked  to  explain  the 


difference  among  the  dietary  fats. 
In  1986,  as  in  1983,  only  11  percent 
of  the  respondents  knew  that  "hy- 
drogenation"  made  a  fat  more 
saturated.  Twenty-seven  percent  of 
respondents  thought  it  meant  that  a 
fat  was  less  saturated.  Only  one- 
third  of  the  people  knew  that  cho- 
lesterol is  only  present  in  foods  of 
animal  origin.  Almost  half  of  con- 
sumers thought  that  cholesterol 
was  in  any  food  containing  fat  or 
oil.  Only  29  percent  knew  that  a 
"cholesterol-free"  food  could  still 
be  high  in  saturated  fat  (Lecos, 
1988). 

Giant  Food,  Inc.,  a  Washington, 
DC-based  food  chain,  and  the  Na- 
tional Cancer  Institute  (NCI)  spon- 
sored focus  groups  to  gain  insight 
on  consumer  knowledge,  attitudes, 
and  behaviors  regarding  nutrition 
and  disease  prevention.  All  of  the 
focus  group  participants  knew  that 
an  excess  of  dietary  fat  is  bad  for 
health.  However,  none  of  the  par- 
ticipants could  define  the  different 
types  of  fat.  Puerto  Rican  and 
Mexican  American  participants 
knew  there  were  different  kinds  of 
fat  but  could  not  differentiate  among 
them.  Although  Puerto  Ricans 
were  able  to  identify  animal  fat  as 
"bad,"  they  did  not  recognize  cer- 
tain food  (e.g.,  butter)  as  sources  of 
animal  fat  (NCI,  Consumer  Edu- 
cation Project,  1986).  Other  groups 
as  well  were  confused  about  fat 
definition  and  sources.  Black  re- 
spondents, especially,  were  con- 
fused about  fat  content  in  foods. 

In  focus  groups  sponsored  by  the 
Henry  J.  Kaiser  Family  Foundation, 
blue-collar  workers  knew  that  ex- 
cess dietary  fat  is  bad  for  health, 
but  they  could  not  identify  the 
degree  of  fat  in  food  unless  the 
foods  were  at  the  extremes  of  a  fat 
continuum  (very  high  in  fat  or  not 
fatty  at  all).  Foods  for  which  blue- 
collar  workers  had  difficulty  identi- 
fying the  degree  of  fat  included 
lamb,  pork,  cheese,  pizza,  fish, 
baked  goods,  and  margarine. 


ABOUT  DIETARY  FIBER 

The  issue  of  dietary  fiber  and  its 
protective  ability  seems  to  create 
confusion  among  consumers.  The 
1986  FDA/NHLBI  Health  and  Diet 
Survey  found  that  32  percent  of 
consumers  believed  that  fiber  helps 
to  prevent  cancer.  A  survey  con- 
ducted by  NCI  (NCI,  Cancer  Pre- 
vention Awareness  Survey,  1988) 
found  that  when  consumers  were 
asked  if  they  believe  that  fiber 
foods  can  increase  the  chance  of 
getting  cancer,  47  percent  of  black 
males,  38  percent  of  black  females, 
19  percent  of  white  males,  and  11 
percent  of  white  females  incorrectly 
responded  "yes." 

CHANGING 
DIETARY  CONCERNS 

According  to  a  nationwide  tele- 
phone survey  conducted  for  the 
Food  Marketing  Institute  (FMI) 
(1987),  public  concern  about  nutri- 
tion has  changed  over  the  last  few 
years.  There  has  been  a  shift  from 
general  concern  about  the  topic  of 
"nutrition"  to  concern  about  spe- 
cific dietary  issues,  such  as  dietary 
cholesterol,  fat,  and  fiber. 

This  shift,  coupled  with  misinfor- 
mation regarding  fiber  and  dietary 
fat,  has  led  some  nutrition  experts 
to  believe  that  the  public  tunes  in  to 
nutritional  "buzz"  words  but  lacks 
a  complete  understanding  of  what 
constitutes  a  healthful  diet. 

Knowledge  and  concern  are  lower 
in  some  population  groups.  Since 
1983,  Prevention  Magazine  has  con- 
ducted an  annual  national  tele- 
phone survey  of  randomly  selected 
adults.  Of  those  surveyed,  blacks 
and  Hispanics,  especially  those 
with  less  education  and  low  income, 
had  become  less  concerned  about 
dietary  issues  between  1983  and 
1987.  Specifically,  the  concern 
about  dietary  fat  decreased  to  the 


lowest  degree  for  blacks,  for  people 
living  in  the  South,  and  for  people 
with  12  or  fewer  years  of  education. 
Those  adults  whose  efforts  to  avoid 
high-cholesterol  foods  decreased 
from  1983  to  1987  were  male,  black, 
Hispanic,  aged  30  to  39  years,  had 
12  or  fewer  years  of  education  and 
lived  in  the  eastern  United  States. 
Those  respondents  who  reported 
that  they  "try  a  lot  to  avoid  eating 
too  much  fat"  were  white  females, 
ages  50  to  64,  with  some  college 
education,  who  lived  in  central 
cities  in  the  South  or  the  West 
(Prevention  Magazine,  1987). 

Blue-collar  consumers  in  the  Henry 
J.  Kaiser  Family  Foundation  focus 
groups  viewed  the  dietary  fat  issue 
as  "just  another  scare."  They  felt 
that  they  had  enough  things  to 
worry  about  (e.g.,  finances)  and 
that  what  they  eat  is  not  one  of 
those  worries. 

The  Kaiser  focus  group  findings 
revealed  that  only  those  partici- 
pants who  were  highly  motivated 
to  reduce  their  risk  for  disease  were 
very  knowledgeable  about  dietary 
issues  and  appropriate  dietary 
behaviors.  This  highly  motivated 
group  was  primarily  comprised  of 
white,  middle-aged,  middle  in- 
come, married  consumers.  Those 
participants  who  were  not  moti- 
vated to  change  their  dietary  habits 
to  decrease  their  risk  of  disease 
were  confused  on  several  issues 
pertaining  to  diet  and  food  choice. 
These  consumers  were  comprised 
of  young,  single,  low  SES  whites, 
blacks,  and  Hispanics  (Advertising 
Council,  1988). 

PHYSICAL  ACTIVITY 
AND  EXERCISE 

The  scientific  evidence  linking 
physical  activity,  physical  fitness, 
and  health  is  growing,  but  is  not  as 
extensive  as  the  information  associ- 
ating diet  and  health,  nor  have  the 
research  findings  been  synthesized 
or  recommendations  issued  for 


public  guidance  as  is  the  case  with 
diet.  However,  regular  physical 
activity  is  credited  with  reducing 
coronary  heart  disease  risk,  enhanc- 
ing weight  control,  and  reducing 
symptoms  of  anxiety  and  mild  to 
moderate  depression.  In  fact,  a 
report  by  the  Centers  for  Disease 
Control  (CDC)  suggests  that  a  lack 
of  physical  activity  is  nearly  as 
great  a  risk  factor  for  CHD  as  other 
more  highly  publicized  risk  factors, 
such  as  high  serum  cholesterol, 
smoking,  or  high  blood  pressure 
(CDC,  1987).  Other  possible  ben- 
efits of  physical  activity  include 
reduced  blood  pressure,  lower 
rates  of  osteoporosis,  and  better 
control  of  non-insulin-dependent 
diabetes  mellitus. 

In  1978,  the  American  College  of 
Sports  Medicine  (ACSM)  issued  a 
position  statement  that  defined 
"appropriate  physical  activity"  as 
exercise  which  involves  large 
muscle  groups  in  dynamic  move- 
ment for  periods  of  20  minutes  or 
longer,  3  or  more  days  per  week, 
and  which  is  performed  at  an  in- 
tensity of  60  percent  or  greater  of 
an  individual's  cardiorespiratory 
capacity  (American  College  of 
Sports  Medicine,  1978).  Evidence 
continues  to  build,  however,  to 
indicate  that  lower  levels  of  activity 
can  have  health  benefits  as  well. 
Powell  and  others  suggest  that  the 
reduction  in  the  risk  of  CHD  is 
greatest  for  those  formerly  seden- 
tary people  who  then  become  more 
active  than  for  those  highly  active 
people  who  further  increase  their 
level  of  activity  (Powell,  Spain, 
Christenson,  and  Mollenkamp; 
1986).  Multiple  Risk  Factor  Inter- 
vention Trial  (MRFIT)  data  show  a 
significant  reduction  in  CHD  mor- 
tality, sudden  death,  and  overall 
mortality  associated  with  participa- 
tion in  relatively  low  intensity 
types  of  physical  activity,  most 
commonly  walking,  gardening, 
yard  work,  and  home  repairs 
(Leon,  Connett,  Jacobs,  et  al.;  1987). 
A  study  of  Harvard  alumni 


(Paffenbarger,  Hyde,  Wing,  and 
Hsieh;  1986)  has  also  shown  a  re- 
duced risk  of  CHD  and  overall 
mortality  associated  with  relatively 
moderate  levels  of  physical  activity 
similar  to  those  levels  in  the  MRFTT 
study. 

The  current  science  base  suggests 
that  encouraging  Americans  to 
increase  their  level  of  activity  and 
gain  the  subsequent  health  benefits 
is  a  sensible  public  health  strategy. 
What  is  less  clear,  however,  is  how 
to  get  people  to  become  active  and 
stay  active  to  accrue  those  benefits. 

TRENDS  IN 
EXERCISE  BEHAVIOR 

Estimates  about  how  active  the  U.S. 
population  really  is  vary  widely. 
Reasons  for  this  variation  rest  in  the 
different  definitions  that  research- 
ers use  for  physical  activity  and  the 
different  methodologies  used  to 
assess  physical  fitness. 

A  review  of  eight  national  surveys 
conducted  in  the  United  States  and 
Canada  between  1972  and  1985  cite 
prevalence  estimates  for  leisure- 
time  physical  activity  ranging  from 
15  to  78  percent  (Stephens,  Jacobs, 
and  White;  1985).  When  the  varia- 
tion in  definitions  of  physical  activ- 
ity is  considered,  it  appears  that 
approximately  20  percent  of  the 
public  exercises  at  a  level  recom- 
mended for  cardiovascular  benefit, 
while  at  least  40  percent  are  com- 
pletely sedentary,  leaving  40  per- 
cent with  levels  of  exercise  below 
the  level  recommended  for  cardio- 
vascular benefit  but  perhaps  suffi- 
cient for  other  health  benefits  such 
as  increased  flexibility  and  strength 
which  can  be  important  in  fall  pre- 
vention. 

Estimates  of  prevalence  from  the 
1985  National  Health  Interview 
Survey  (NHIS)  showed  only  7.6 
percent  for  persons  participating  in 
physical  activity  meeting  the  1978 
ACSM  criteria  for  cardiovascular 


benefit  (Caspersen,  Christenson, 
and  PoUard;  1986). 

One  analysis  of  physical  activity  in 
the  adult  population  was  con- 
ducted for  the  International  Racket 
Sports  Association  (ERSA).  The 
data  are  from  a  national  probability 
sample  of  over  19,000  adults  ages 
18  and  over  collected  in  1988. 
Among  those  who  were  inactive, 
75  percent  had  12  or  fewer  years  of 
education,  60  percent  had  house- 
hold incomes  under  $25,000, 45 
percent  were  35  to  65  years  old,  and 
there  were  slightly  more  women 
than  men.  As  shown  in  figure  2, 
few  are  attaining  the  level  of  physi- 
cal activity  recommended  by  the 
American  College  of  Sports  Medi- 
cine (IRSA,  1989). 

However,  more  Americans  partici- 
pate regularly  in  activities  of  lower 
intensity.  According  to  data  from 
the  1985  NHIS,  38  percent  of  men 
and  46  percent  of  women  reported 
that  they  had  walked  for  exercise  in 
the  past  two  weeks.  Participation 
rates  were  higher  for  younger 
blacks,  particularly  ages  18-29,  than 
for  whites  and  for  non-Hispanics  of 


all  ages  than  for  Hispanics  (NCHS, 
Schoenborn,  1988). 

An  analysis  of  the  1985  National 
Health  Interview  Survey  (NHIS) 
shows  that  physical  activity  is  posi- 
tively associated  with  education, 
occupational  activity  levels,  and 
income  (Caspersen,  et  al.;  1986). 
Table  10  shows  that  almost  half 
(49.2  percent)  of  respondents  with 
fewer  than  nine  years  of  education 
were  sedentary,  compared  to  18.5 
percent  of  those  with  13  years  or 
more.  There  was  a  modest  increase 
in  those  classified  as  being  irregu- 
larly active  (from  25.9  percent  to 
31.1  percent)  as  education  level 
increased.  There  was  more  than  a 
twofold  increase  among  persons 
meeting  the  criteria  for  regular 
participation  in  physical  activity 
and  appropriate  physical  activity 
(from  4.7  percent  to  11.1  percent)  as 
education  level  increased.  Further- 
more, as  occupational  physical 
activity  levels  increased,  there  was 
a  decrease  for  those  meeting  crite- 
ria for  regular  and  appropriate 
physical  activity  (from  8.2  percent 
to  5.5  percent). 


The  Hispanic  Health  and  Nutrition 
Examination  Study  (1982-1984) 
included  a  question  regarding 
leisure-time  physical  activity.  Pre- 
liminary data  reported  in  a  CDC- 
sponsored  program  guide  shows 
that  at  least  two-thirds  of  5,769 
Mexican  Americans  responded  that 
they  "sometimes"  or  "hardly  ever" 
participate  in  a  leisure-time  activity 
that  requires  a  lot  of  body  move- 
ment or  energy  (Centers  for  Dis- 
ease Control,  1988).  COSSMHO 
(1988)  reports  that  data  from  the 
San  Antonio  Heart  Study  in  Texas 
show  that  Mexican  Americans 
exercise  less  than  do  non-Hispanic 
whites. 

KNOWLEDGE  AND 
DETERMINANTS  OF 
PHYSICAL  ACTIVITY 
AND  EXERCISE 

What  makes  people  adopt  and 
maintain  a  pattern  of  regular  physi- 
cal activity  is  still  far  from  clear.  In 
assessing  the  public's  level  of  know- 
ledge alone,  far  fewer  estimates  are 
available  about  exercise  than  about 
diet.  Similar  gaps  exist  in  what 
attitudes  and  beliefs  are  held  about 
the  risks  and  benefits  of  exercise, 
and  what  effect  knowledge,  atti- 
tudes, and  beliefs  have  on  physical 
activity  behavior.  Nevertheless, 
researchers  are  beginning  to  de- 
velop a  body  of  knowledge  that 
looks  at  the  personal,  environmen- 
tal, and  activity  characteristics  that 
determine  the  adoption  and  main- 
tenance of  a  regimen  of  physical 
activity. 

An  analysis  by  Caspersen  and 
colleagues  of  the  1985  NHIS  data 
shows  that  39  percent  of  respon- 
dents knew  the  appropriate  exer- 
cise frequency  (3  or  more  times  per 
week),  23  percent  knew  the  appro- 
priate exercise  duration  (20  min- 
utes or  more),  and  34  percent  knew 
the  appropriate  exercise  intensity 
(at  60  percent  or  more)  to  influence 
cardiovascular  health.  But  only  5 
percent  of  respondents  knew  all 
three  (Caspersen,  et  al.;  1986). 


Figure  2.  Annual  Activity  Status  of  the  Total  Adult  Population 


Walking 
(with  no  other  vigorous  to 
moderate  activity) 


Active  More  Than  60 
Days  in  Past  Year 
18.0% 


Source:  International  Racket  Sports  Association,  1989. 


Table  10.  Distribution  of  Four  Levels  of  Leisure-Time  Physical  Activity  According  to  Sex,  Age, 
Education,  Race,  Occupational  Activity,  and  Income:  United  States  1985 

(In  Percent) 


Sex 

Male 
Female 

Age 

18-29  Years 
3044  Years 
45-64  Years 
65  and  over 

Education 

Less  than  9  Years 
9-11  Years 

12  Years 

13  or  more  Years 

Race 

White 
Black 
Others 

Occupational  Activity 
Light 
Moderate 
Heavy 

Income 

Less  than  $7,000 
$7,000-$14/999 
$15,000-$24,999 
$25,999-$39,999 
$40,000  or  more 


Sedentary 


24.8 
30.2 

18.3 
24.2 
32.7 
42.6 

49.2 
35.5 
26.9 
18.5 

27.1 
31.9 
30.4 

28.2 
25.1 
27.8 

35.1 
32.1 
28.1 
22.9 
19.0 


Irregularly 
active 


Regularly  active, 
but  not 
appropriate 
physical  activity 


Regularly  active 
and 
appropriate 
physical  activity 


30.9 
31.3 


31.1 
31.2 
28.8 

30.1 
33.9 
33.3 

26.0 
30.0 
32.0 
33.3 
32.6 


36.2 
31.5 


30.1  41.5 

34.5  33.7 

31.9  30.8 

25.0  24.9 

25.9  20.2 

31.4  28.3 

32.7  34.4 

31.1  39.3 


34.1 
30.0 
33.8 

33.5 
34.9 
33.4 

30.5 
31.6 
33.4 
36.4 
37.9 


8.1 
7.0 

10.1 
7.7 
4.7 
75 

4.7 
4.9 
6.0 
11.1 

7.7 
6.9 
7.1 

8.2 
6.1 
5.5 

8.5 
6.3 
6.5 
7.5 
10.5 


Source:  Caspersen  et  alv  1987 


In  reviewing  the  determinants  of 
exercise,  it  has  been  found  that 
there  are  a  number  of  reasons  why 
a  person  adopts  and  maintains  a 
program  of  physical  activity.  Unal- 
terable personal  characteristics  such 
as  age  or  sex  may  predict  the  possi- 
bility that  a  person  will  participate 
in  an  exercise  program.  Generally, 
men  more  than  women  and 
younger  persons  more  than  older 
persons  are  likely  to  engage  in  an 
exercise  program.  However,  other 


factors  that  can  be  individually 
controlled,  such  as  time  manage- 
ment and  moral  support,  also 
heavily  influence  a  person's  level  of 
participation  in  exercise  and  physi- 
cal activity  (Sallis,  1986). 

A  1984  review  of  the  literature 
identified  adherence  to  physical 
activity  with  personal  characteris- 
tics such  as  a  history  of  past  partici- 
pation in  the  program,  individual 
risk  for  CHD,  good  perceived 


health,  and  self-motivation 
(Dishman,  Sallis,  and  Orenstein; 
1985).  Dishman  et  al.  concluded, 
however,  that  the  role  of  health 
beliefs  in  the  adherence  to  super- 
vised exercise  programs  remains  to 
be  demonstrated.  Personal  charac- 
teristics such  as  smoking,  blue- 
collar  occupation,  and  obesity  were 
negatively  associated  with  adher- 
ence. Environmental  factors  such 
as  support  of  a  spouse,  social  rein- 
forcement, convenience  of  the  exer- 


rise  setting  and  geographic  proxim- 
ity to  home,  and  perceived  time 
were  found  to  be  important  for 
adherence.  Table  11  summarizes 
variables  that  may  determine  the 
probability  of  exercise. 

In  the  IRSA  study,  respondents' 
desire  to  have  a  regular  exercise 
program  was  assessed  based  on 
their  prior  participation  in  regular 
exercise.  Among  the  40  percent  of 
women  who  had  previously  exer- 
cised regularly,  61  percent  indi- 
cated at  the  time  they  were  inter- 
viewed that  they  would  like  a  regu- 
lar exercise  program.  Among  the 
60  percent  of  previously  inactive 
women,  29  percent,  a  substantial 
number  of  people,  wanted  an  exer- 
cise program.  Similarly  among  the 
35  percent  of  previously  active  men, 
51  percent  would  like  to  exercise 
now,  and  among  the  65  percent  of 
previously  inactive  men,  29  percent 
would  like  a  regular  exercise  pro- 
gram (IRSA,  1989). 

While  no  particular  type  of  activity 
has  been  associated  with  better 
adherence  to  an  exercise  regimen, 
activities  of  greater  intensity  and 
perceived  exertion  are  associated 
with  significantly  lower  rates  of 
adherence.  Determinants  of  adher- 
ence to  a  spontaneous  physical 
activity  program  have  not  been 
examined  as  closely  as  have  been 
determinants  for  supervised  pro- 
grams. However,  the  two  appear 
to  have  a  similar  profile.  This  issue 
may  be  important  since  the  most 
popular  types  of  physical  activities 
are  those  that  can  be  done  indepen- 
dently. Yet,  lack  of  time  due  to 
work  pressures  and  lack  of  per- 
sonal discipline  are  the  greatest 
barriers  to  initiating  or  maintaining 
physical  activity  (Harris  et  al.,  1989). 

Dishman  and  colleagues  suggested 
that,  based  on  the  relatively  sparse 
literature,  those  who  may  get  the 
most  health  benefit  from  an  exer- 
cise regimen  seem  most  resistant  to 
adopting  or  maintaining  one.  Thus, 
interventions  aimed  at  personal 


Table  11.  Summary  of  Variables  That  May  Determine  the 
Probability  of  Exercise 

CHANGES  IN  PROBABILITY 

Supervised 

Spontaneous 

Determinant 

Program 

Program 

Personal  Characteristics 

Past  program  participation 

++ 

Past  extra-program  activity 

+ 

School  athletics,  1  sport 

+ 

U 

School  athletics,  >1  sport 

+ 

Blue-collar  occupation 

Smoking 

— 

Overweight 

High  risk  for  coronary  heart  disease 

++ 

Type  A  behavior 

Health,  exercise  knowledge 

0 

Attitudes 

(J 

+ 

Enjoyment  of  activity 

+ 

Perceived  health 

++ 

Mood  disturbance 

— 

Education 

+ 

++ 

Age 

00 

— 

Expect  personal  health  benefit 

+ 

kjt-H^riiiLctcy  iK.fi  t.At,i^ijtr 

-)- 

Intention  to  adhere 

0 

0 

Perceived  physical  competence 

00 

Self-motivation 

++ 

0 

Evaluating  costs  and  benefits 

+ 

Behavioral  skills 

++ 

Environmental  characteristics 

Spouse  support 

++ 

+ 

Perceived  available  time 

++ 

+ 

Access  to  facilities 

+  + 

0 

Disruptions  in  routine 

Social  reinforcement  (staff,  exercise 

partner) 

+ 

Family  influences 

++ 

T*fi£>r  inflii^inr'O 

1  t_t:l  UUIlltrMCtr 

Physical  influences 

+ 

Cost 

0 

Medical  screening 

- 

Climate 

Incentives 

+ 

Activity  characteristics 

Activity  intensity 

00 

Perceived  discomfort 

KEY:  ++  =  repeatedly  documented  increased  probability;  + 

=  weak  or  mixed 

documentation  of  increased  probability;  00 

=  repeatedly  documented  that 

there  is  no  c)\ange  in  probability;  0  =  weak  or  mixed  documentation  of  no 

clmnge  in  probability;  -  -  weak  or  mixed  documentation  of  decreased  probability; 

—  =  repeatedly  documented  decreased  probability.  Blank  spaces  indicate 

no  data. 

Source:  Dishman  et  al.,  1985 

change  may  be  more  effective  if 
they  help  people  feel  good  about 
themselves  than  if  they  focus  exclu- 
sively on  knowledge  of  the  health 
benefits  of  physical  activity  and 
exercise  (Dishman  et  al.,  1985). 

Misconceptions  about  risks  of  exer- 
cise were  found  to  be  barriers  for 
older  people  (over  age  50)  in  focus 
group  research  conducted  by 
ODPHP  (Maloney,  Fallon,  and 
Wittenberg,  1984).  For  example, 
some  older  people  reported  that 
they  do  not  exercise  for  fear  of 
heart  attacks  and  strokes  and  others 
believed  that  "if  you  keep  going 
after  you  get  tired,  you  can  bring 
up  your  blood  pressure  and  get  a 
stroke." 

WEIGHT  CONTROL 

In  the  past  decade,  more  than  a 
dozen  scientific  panels,  voluntary 
agencies,  and  governmental  orga- 
nizations have  issued  dietary  rec- 
ommendations to  the  American 
public  to  reduce  chronic  disease. 
One  recommendation  that  all  of 
these  groups  have  in  common  is  to 
maintain  a  healthy  body  weight  by 
striking  a  balance  between  energy 
taken  in  through  food  consumption 
and  energy  expended  in  activity 
and  exercise.  When  these  factors 
are  correctly  balanced,  a  healthy 
weight  is  maintained. 

For  many  Americans,  however,  the 
idea  of  maintaining  body  weight 
has  traditionally  been  tied  with  the 
notion  of  "going  on  a  diet"  to  "lose 
weight."  The  existence  of  a  multi- 
million  dollar  weight  loss  industry, 
the  continuing  popularity  of  "fad" 
diets,  and  large  numbers  of  people 
reporting  they  are  dieting  to  lose 
weight  underscore  the  probable 
gap  between  contemporary  scien- 
tific knowledge  regarding  weight 
control  and  the  understanding  of 
the  American  public. 


WHO  IS  ATTEMPTING 
TO  LOSE  WEIGHT? 

Despite  the  prevalence  of  over- 
weight in  our  society,  personal  per- 
ceptions of  overweight  vary  from 
these  data.  1985  NHIS  data  indi- 
cated that  only  16  percent  of  adult 
men  age  18  and  over  classified  them- 
selves as  "somewhat"  or  "very" 
overweight  while  33  percent  of 
women  put  themselves  in  those 
categories.  An  additional  20  per- 
cent of  men  and  22  percent  of 
women  classified  themselves  as 
"only  a  little"  overweight  (Thorn- 
berry,  Wilson,  and  Golden,  1986). 
More  white  women  considered 
themselves  to  be  overweight  than 
did  black  women.  This  finding 
was  true  for  women  who  were 
overweight  (92  percent  versus  84 
percent )  and  for  women  who  were 
normal  weight  (58  percent  versus 
40  per-cent )  (Stephenson,  Levy, 
Sass,  and  McGarvey;  1987). 

The  1985  NHIS  also  asked  respon- 
dents if  they  were  trying  to  lose 
weight  at  the  time  of  the  survey.  In 
response  to  this  question,  25  per- 
cent of  men  and  44  percent  of  wo- 
men reported  trying  to  lose  weight. 
Additional  analyses  of  these  data 
by  Stephenson  et  al.  (1987)  classi- 
fied respondents  as  overweight, 
normal,  or  lean  according  to  the 
body  mass  index  (BMI)  criteria 
developed  by  the  National  Center 
for  Health  Statistics.  Women  were 
more  likely  than  men  to  try  to  lose 
weight  regardless  of  their  weight 
status,  with  63  percent  of  over- 
weight women,  47  percent  of  nor- 
mal weight  women,  and  16  percent 
of  lean  women  trying  to  lose  weight. 
One  out  of  every  two  women  ages 
30  to  44  reported  trying  to  lose 
weight,  more  than  any  other  age 
group.  For  men,  the  highest  per- 
centage (30  percent )  was  reported 
among  45-  to  64-year  olds.  More 
white  women  (45  percent )  than 
black  women  (41  percent )  and 
more  white  men  (25  percent )  than 


black  men  (20  per-cent )  were  try- 
ing to  lose  weight  (Stephenson  et 
al.,  1987). 

These  same  data  have  shown  that 
income  and  education  levels  are 
related  to  attempts  to  lose  weight, 
with  those  with  higher  education 
levels  and  incomes  more  likely  to 
attempt  to  lose  weight.  Those  who 
are  overweight  and  least  likely  to 
try  to  lose  weight  have  fewer  than 
nine  years  of  education  (Stephen- 
son etal.,  1987). 

REASONS  FOR  DIETING 

Simmons  Market  Research  Bureau, 
Inc.  (ODPHP,  1990)  data  from  its 
sample  of  19,000  adults  who  were 
dieting  provides  reasons  why 
people  were  controlling  their  diets 
when  interviewed  in  1988.  Table 
12  shows  that  the  most  frequent 
reason  given  for  dieting  was  to  lose 
weight,  with  24.7  percent  of 
whites,  17.8  percent  of  blacks,  and 
20.8  percent  of  Hispanic  adults  ages 
25  to  64  dieting  for  weight  loss. 
Health  reasons  were  also  men- 
tioned, but  wi tli  much  less  fre- 
quency. For  example,  5.5  percent 
of  whites  and  3.7  percent  of  blacks 
said  one  reason  for  controlling  their 
diet  was  their  cholesterol  level;  3.7 
percent  of  whites  and  3.5  percent  of 
blacks  were  dieting  because  of 
hypertension;  and  3.8  percent  of 
whites  and  2.8  percent  of  blacks 
were  dieting  to  lower  salt  intake. 
Given  the  prevalence  of  these  dis- 
orders in  the  general  population, 
the  number  mentioning  them  as  a 
reason  for  controlling  their  diets  is 
very  low.  For  example,  about  38 
percent  of  adult  blacks  and  29  per- 
cent of  whites  are  hypertensive 
(Surgeon  General's  Report,  1988). 

UNDERSTANDING 
METHODS  OF  WEIGHT 
CONTROL 

Research  has  increased  our  under- 
standing of  the  key  factors  associ- 
ated with  successful  weight  control, 


Table  12.  Reasons  for  Dieting  Among  25-to  64-Year-Olds  by  Race,  Ethnicity,  and  Level  of  Educational 

Attainment:  United  States  1988 

(In  percent) 


WHITE 

High  School 
All  or  Less 

Dieting,  Myself  28.2  26.3 


Reasons  Given  for  Dieting 


Blood  Sugar  Level 

2.7 

2.9 

Cholesterol  Level 

55 

4.9 

Diabetes 

1.6 

2.0 

Heart  Disease 

1.4 

1.7 

Hypertension 

3.7 

3.8 

Salt 

3.8 

3.7 

To  Gain  Weight 

+ 

* 

To  Lose  Weight 

24.7 

22.9 

To  Maintain  Weight 

3.8 

3.2 

*Number  of  respondents  was  too  small  for  statistical  reliability 
Source:  Simmons  Market  Research  Bureau,  Inc.,  1989 


BLACK  HISPANIC 
High  School  High  School 


All  or  Less           All  or  Less 

21.6  18.2             23.6  21.0 

3.0  * 

3.7  * 

*  *  *  + 

*  *  +  * 

3.5  * 
2.8 

*  *  A-  * 

17.8  15.4             20.8  17.9 

2.5  * 


i.e.,  the  need  to  balance  energy 
intake  and  energy  expenditure. 
However,  data  suggest  that  the 
weight-losing  public  has  not  taken 
full  advantage  of  the  relationship  of 
physical  activity  to  weight.  In  a 
1985  survey,  of  those  reporting 
weight  loss  attempts,  32  percent  of 
men  and  35  percent  of  women  re- 
ported eating  fewer  calories  and  14 
percent  of  men  and  9  percent  of 
women  reported  increasing  physi- 
cal activity  to  do  so.  Among  the 
overweight,  about  43  percent  of 
overweight  women  and  44  percent 
of  overweight  men  reported  adopt- 
ing weight  loss  regimens  that  com- 
bined exercise  and  restriction  of 
food  intake  (Stephenson  et  al.,  1987). 

More  normal  weight  and  lean  men 
and  women  than  overweight  men 
and  women  knew  that  decreasing 
caloric  intake  and  increasing  physi- 
cal activity  is  the  best  way  to  lose 
weight.  This  knowledge  increased 
with  educational  level  and  income 
and  decreased  with  age.  Fewer 


than  half  of  those  with  nine  or 
fewer  years  of  education  knew  the 
optimal  weight  loss  approach. 
Fewer  black  women  than  white 
women  (55  percent  versus  75  per- 
cent), and  fewer  black  men  than 
white  men  (59  percent  versus  76 
percent)  could  identify  that  eating 
fewer  calories  and  exercising  more 
was  the  best  weight  loss  method 
(Stephenson  et  al.,  1987). 

More  overweight  people  than  nor- 
mal weight  people  attempt  to  lose 
weight  with  diet  alone.  In  fact,  43 
percent  of  overweight  women  try 
to  lose  weight  by  diet  alone.  The 
adoption  of  a  balanced  weight  loss 
regimen  is  negatively  associated 
with  age  (younger  people  were 
more  aware  of  the  relationship  than 
older  ones)  and  positively  associ- 
ated with  educational  level  and  in- 
come (those  having  more  years  of 
education  and  higher  incomes  were 
more  likely  to  undertake  a  bal- 
anced weight  loss  program) 
(Stephenson  et  al.,  1987). 


ATTITUDES  TOWARD 
OVERWEIGHT 

Overweight  does  not  seem  to  be 
viewed  equally  throughout  the 
population.  In  a  1983  telephone 
survey  of  a  probability  sample  of 
Illinois  residents,  being  overweight 
was  found  to  be  more  acceptable 
among  older  persons,  married 
persons,  men,  the  poor,  and  the 
poorly  educated.  Women  viewed 
being  overweight  as  more  undesir- 
able than  did  men  (Hayes  and 
Ross,  1986). 

The  San  Antonio  Heart  Study  ex- 
amined attitudes  related  to  obesity 
and  dieting.  In  this  study,  Mexican 
American  and  non-Hispanic  whites 
both  believed  they  would  look 
better  if  they  lost  weight.  How- 
ever, Mexican  American  men  in  the 
low  socioeconomic  group  thought 
there  was  nothing  wrong  with 
gaining  weight  as  one  grows  older. 
They  also  believed  Anglos  placed 
too  much  attention  on  losing  weight. 
Mexican  American  women  shared 


this  belief  and  were  less  likely  than 
Anglos  to  believe  that  exercise 
could  decrease  their  weight  and  aid 
weight  loss  (Stern,  Pugh,  Gaskill 
and  Hazuda,  1982). 

LINK  OF  DIET, 
EXERCISE,  AND 
WEIGHT  CONTROL 
BEHAVIORS 

Although  the  three  risk  factors 
examined  in  this  report  are  linked 
in  their  effect  on  health  status,  it 
does  not  necessarily  follow  that 
they  are  linked  in  individual  prac- 
tice. Most  health  communication 
efforts  approach  risk  factors  indi- 
vidually, or  at  most,  sequentially, 
even  if  multiple  risks  are  prevalent 
in  the  target  population.  While  this 
approach  helps  simplify  complex 
information,  it  may  in  itself  add  to 
misconceptions  by  fragmenting 
messages.  Though  clinical  out- 
comes have  been  favorable  in  trials 
which  address  multiple  risk  factors 
such  as  the  Multiple  Risk  Factors 
Intervention  Trial  (MRFTT,  1982), 
the  behavioral  research  base  does 
not  yet  exist  to  demonstrate  the 
advantages  and  disadvantages  of 
addressing  single  or  multiple  risk 
factors  in  public  education  pro- 
grams. 

BENEHTS  OF 
MULTIPLE  POSITIVE 
HEALTH  HABITS 

It  is  well  established  that  personal 
health  habits  not  only  have  an  in- 
fluence on  current  and  subsequent 
health  status  and  long-term  sur- 
vival, but  that  the  results  are  addi- 
tive. A  nine-and-one-half  year 
follow-up  study  of  6,928  persons  in 
Alameda  County,  California, 
showed  that  people  who  followed 
seven  identified  health  habits  lived 
longer  than  those  who  did  not.  The 
identified  health  habits  were: 

1)  having  never  smoked; 

2)  drinking  fewer  than  five 
alcoholic  drinks  on  one 
occasion; 


3)  sleeping  7  to  8  hours  a  night; 

4)  exercising; 

5)  maintaining  desirable  weight; 

6)  avoiding  snacks;  and 

7)  eating  breakfast  regularly 
(Breslow  and  Engstrom,  1980). 

RELATIONSHIP  AMONG 
RISK  FACTORS 

Information  is  also  available  re- 
garding the  distribution  of  the 
"Alameda  7"  health  habits  in  the 
general  population  from  the  1985 
NHIS.  The  data  suggest  that  the 
practice  of  healthy  habits  is  less 
prevalent  in  socially  and  economi- 
cally disadvantaged  groups.  Ac- 
cording to  Schoenborn  (1986),  12 
percent  of  men  and  11  percent  of 
women  had  six  or  seven  positive 
health  habits;  more  than  half  of 
men  and  women  reported  four  or 
five  positive  health  habits;  and  37 
percent  of  men  and  33  percent  of 
women  reported  none  to  three 
positive  habits.  As  shown  on  table 
13,  older  persons  were  more  likely 
than  were  younger  ones  to  have 
more  positive  health  practices. 
Individuals  with  higher  educa- 
tional levels  and  higher  incomes 
reported  following  more  healthy 
practices  than  those  with  lower 
levels  of  education  and  lower  in- 
comes. Blacks  reported  fewer  posi- 
tive health  habits  than  did  whites. 

To  analyze  if  there  is  a  relationship 
among  risk  factors,  Schoen-born 
and  Benson  (1988)  used  1985  NHIS 
data  to  compare  relationships  be- 
tween smoking  and  other  un- 
healthy habits.  Compared  to  non- 
smokers,  smokers  were  more  likely 
to  get  little  sleep,  skip  breakfast,  not 
exercise  actively,  and  drink  alco- 
holic beverages  heavily.  Smokers, 
especially  light  smokers,  were  also 
less  likely  than  nonsmokers  to  be 
overweight  and  to  snack  daily. 

Blair,  Jacobs,  and  Powell  (1985) 
examined  the  literature  and  ana- 
lyzed data  from  the  National  Sur- 
vey of  Personal  Health  Practices 
and  Consequences  and  the  Behav- 


ioral Risk  Factor  Surveillance  Sur- 
vey (BRFSS)  to  compare  the  rela- 
tionship of  exercise  and  physical 
activity  to  smoking,  alcohol  intake, 
substance  abuse,  diet,  weight  con- 
trol, stress  management,  risk-taking 
behavior,  and  preventive  health 
examinations.  They  reported  small 
and  often  statistically  insignificant 
relationships  among  risk  factors. 
Their  most  significant  finding  was 
the  relationship  between  physical 
activity  and  weight  control.  Physi- 
cally active  people  weighed  less 
than  those  who  were  sedentary 
even  though  they  consumed  more 
calories.  The  data  showed  a  nega- 
tive relationship  between  smoking 
and  physical  activity,  although  it 
was  not  a  strong  one.  Previously, 
the  findings  from  one  study  of  a 
public  education  campaign  had 
suggested  that  exercise  might  serve 
as  a  "seducer"  to  other  healthy  prac- 
tices such  as  quitting  smoking 
(ODPHP,  1982).  These  findings  did 
not  support  that  suggestion,  although 
they  did  underscore  the  impor- 
tance of  physical  activity  in  control- 
ling weight. 

HEALTH  BEHAVIOR 
CLUSTERS 

Only  a  few  studies  have  tried  to 
determine  how  health  behaviors 
might  cluster  in  individuals.  A 
study  of  university  students  by 
Norman  (1985)  found  that  health 
actions  in  one  behavioral  domain 
were  dependent  of  those  in  an- 
other. The  strongest  relationships 
were  found  between  the  perceived 
hedonistic  quality  of  the  action 
rather  than  the  perceived  health- 
promoting  benefits. 

Mechanic  and  Geary  (1980)  found 
that  positive  health  practices  were 
part  of  an  overall  style  of  living, 
reflecting  social  values,  psychologi- 
cal well-being,  and  integration  into 
the  dominant  culture.  In  contrast, 
they  described  negative  health 
behavior  as  part  of  a  lifestyle  in 
which  people  are  more  isolated 
from  the  dominant  culture,  are 


Table  13.  Percent  Distribution  for  Total  Number  of  Good  Health  Habits  of  Persons  18  Years  of 

Age  and  Older  by  Sex  and  Selected  Characteristics:  United  States,  1985  (NHIS) 

MEN 

WOMEN 

Number  of  good  habits 

Number  of  good  habits 

Characteristic 

1,000's 

0-3 

4 

5 

6-7 

1,000's 

0-3 

4 

5 

6-7 

1  otai 

oU,//y 

36.6 

27.8 

23.4 

lz.z 

on  1  oo 

yu,iyz 

33.3 

30.9 

24.8 

11.1 

Age 

18-29  years 

23,569 

402 

27  5 

22  4 

9.8 

24,756 

35  7 

31  2 

23  1 

10.1 

30-44  years 

24,891 

41.6 

27.9 

20.5 

10.0 

26,201 

36.3 

29.7 

233 

10.7 

45-64  years 

21,215 

34.4 

28.2 

24.7 

12.7 

23,297 

35.8 

29.6 

24.0 

10.6 

65-74  years 

7^11 

21.7 

26.4 

30.1 

21.7 

9,381 

23.4 

33.6 

29.4 

13.6 

75  years  and 

older 

3,794 

22.3 

29.8 

28.2 

19.7 

6,558 

17.8 

35.0 

33.0 

14.0 

Education 

Less  than  12 

years 

19,186 

43.4 

28.5 

19.8 

8.3 

22,244 

41.6 

313 

203 

6.8 

1  r\   

12  years 

28,736 

41.2 

27.2 

22.1 

9.5 

37,740 

34.8 

32.3 

23.6 

9.3 

More  than  12 

years 

32,594 

28.5 

28.0 

26.7 

16.8 

29,942 

25.1 

28.8 

29.7 

16.4 

Income 

Less  than  $7,000 

6,223 

41.7 

28.1 

22.0 

83 

10386 

39.9 

31.6 

21.7 

6.8 

$7,000-$14,999 

11,158 

39.9 

27.8 

21.9 

10.3 

15,277 

35.0 

32.4 

23.4 

9.1 

<ti  r  nnn_<E74  qqq 

1£  Q14 

38.0 

28.6 

22.1 

J.  1.0! 

1/  ,yoy 

35.0 

31.3 

23.6 

10.1 

$25,000-$39,999 

21,212 

35.9 

27.7 

24.2 

12.1 

19,503 

31.7 

30.5 

26.0 

11.8 

$40,000  or  more 

16312 

7£  A 
ZO.4 

ZD.D 

17.1 

15,595 

97  0 

Z/ .Z 

7ft  1 

oft  n 

16.5 

Race 

vvnjte 

/UpoZ 

35.7 

27.6 

23.8 

77  ££7 

/  /  ,00/ 

31.3 

30.9 

25.9 

11.9 

All  other 

10,197 

43.0 

29.5 

20.5 

7.1 

12,536 

AK  A 

4D.4 

in  o 

l/.o 

6.1 

Black 

8,247 

46.2 

27.4 

19.4 

6.9 

10333 

48.8 

31.2 

15.6 

4.4 

Note:  Excludes  persons  for  whom  data  on  all  health  habits  are  unknown. 

Source:  Schoenborn,  1986 

population,  have  fairly 
healthy  lifestyles  and  seem 
content  with  their  level  of 
effort. 

•  The  Sedentary  but 
Striving  — 

representing  9  percent  of  the 
population,  are  slightly 
above  average  in  health 
behavior  but  are  eager  to 
improve.  They  are  aware  of 
improvements  that  need  to 
be  made  in  terms  of  health, 


uncomfortable  with  the  medical 
care  system,  and  are  less  in  step 
with  their  social  context. 

Two  recent  analyses  of  survey  data 
have  identified  clusters  of  health 
behaviors  and  attitudes  in  the  gen- 
eral population.  Prevention  Maga- 
zine (1989)  undertook  an  analysis  of 
its  1988  national  survey  on  the 
health  and  safety  behaviors  of 
Americans  to  find  what  relation- 
ships might  exist  among  the  re- 
ported behaviors.  The  goal  was  to 


define  clusters  of  people  who  differ 
from  each  other  in  health  and 
safety  behavior.  The  study  identi- 
fied six  distinct  and  coherent 
groups: 

•  The  Healthy  and  Wealthy 

—  representing  28  percent  of 
the  population,  rate  highest 
in  overall  health  behavior, 
despite  some  weaknesses. 

•  The  Safe  and  Satisfied  — 
representing  8  percent  of  the 


but  are  having  difficulties  in 
implementing  these 
changes.  They  rank  high  in 
terms  of  wanting  to  exercise 
and  eat  better.  Demographi- 
cally,  this  group  is  predomi- 
nantly female  and  between 
the  ages  of  18  and  59.  They 
are  likely  to  be  minorities 
with  low  income  levels. 
Many  are  seriously  over- 
weight (77  percent )  and  are 
way  below  the  national 
average  for  getting  regular 
strenuous  exercise.  On  the 
other  hand,  this  group  tends 
to  have  excellent  records  for 
annual  cholesterol  and 
blood  pressure  checks, 
automobile  and  home 
safety,  and  for  drinking 
moderately. 

•  The  Young  and  Reckless  — 
representing  42  percent  of 
the  population,  know  a  lot 
about  healthy  habits  but  are 
often  unwilling  to  act  on 
their  knowledge.  Almost 
evenly  split  between  men 
and  women,  members  are 
mostly  under  the  age  of  35 
and  have  slightly  higher 
than  average  levels  of 
education  and  income. 
Racial  distribution  mirrors 
that  of  the  U.S.  population. 
Some  specific  characteristics 
include:  poor  performance 
in  adhering  to  recommended 
dietary  practices,  although 
better  than  average  in  getting 
frequent  strenuous  exercise; 
poor  automobile  safety 
records;  and  only  average 
records  for  having  annual 
blood  pressure  and  choles- 
terol tests. 

•  The  Fat  and  Frustrated  — 

representing  8  percent  of  the 
population,  express  the 
strong  desire  to  be  healthy 
but  are  often  confused  by 
health  information  and  seem 
to  lack  the  resources  to  act 
upon  what  they  know. 


Members  of  this  group  are 
mostly  older  than  35, 
women,  and  likely  to  be 
minorities.  They  also  have 
the  lowest  educational  level 
of  any  group.  Members  are 
severely  overweight,  have 
high  stress  levels,  and  exercise 
infrequently.  Although  they 
visit  physicians  annually  for 
blood  pressure  and  choles- 
terol tests,  they  rarely  visit 
the  dentist. 

•  The  Confused  and 
Indifferent  — 

representing  5  percent  of  the 
population,  do  not  seem  to 
care  that  they  rank  lowest  in 
health  behavior.  Knowledge 
levels  are  low,  while  confu- 
sion levels  are  high.  Almost 
evenly  split  among  men  and 
women,  members  are  prima- 
rily white,  with  slightly  lower 
than  average  education  and 
income,  and  likely  to  work 
at  blue-collar  jobs.  Specifi- 
cally, they  have  the  worst 
dietary  habits  by  far,  espe- 
cially in  terms  of  limiting  fat, 
salt,  and  sugar  intake.  They 
generally  have  poor  auto- 
mobile safety  records,  and 
the  group  rarely  reports  for 
annual  blood  pressure  and 
cholesterol  exams. 


According  to  the  report,  few  people 
seemed  to  be  fully  committed  to  a 
healthy,  safe  lifestyle.  Even  the 
Healthy  and  Wealthy  were  below 
average  for  frequent,  strenuous 
exercise.  The  people  most  likely  to 
take  action  to  improve  their  health 
were  those  in  the  middle  years, 
people  ages  35  to  59.  There  did  not 
appear  to  be  any  connection  be- 
tween those  people  who  were  very 
strict  about  what  they  eat  and  those 
who  got  strenuous  exercise  on  a 
regular  basis.  It  does  appear,  how- 
ever, that  many  people  who  got 
frequent  exercise,  especially  younger 
ones,  may  have  done  so  in  order  to 
overindulge  at  the  dinner  table. 


Not  surprisingly,  the  high  number 
of  people  who  reported  that  they 
want  to  eat  better  have  done  little 
to  act  on  that  desire.  However, 
there  was  a  connection  between 
people  who  were  most  likely  to 
wear  safety  belts  and  those  most 
likely  to  drive  after  drinking. 

The  National  Cancer  Institute  has 
also  undertaken  a  psychographic 
segmentation  from  a  survey  of 
cancer  and  health-related  attitudes 
and  behaviors.  A  descriptive  pro- 
file of  six  distinct  groups  was  built 
using  demographic  and  psycho- 
graphic  traits.  NCI's  clusters  are: 

•  -Health  Achievers 

•  Naive  Optimists 

•  Vulnerable  Procrastinators 

•  Isolated  and  Confused 

•  Recalcitrants 

•  Receptives 

According  to  an  NCI  report  of  the 
findings,  public  understanding 
about  cancer  prevention  has  been 
concentrated  among  the  "early 
adopters,"  who  are  also  higher  SES 
and  at  lower  risk  for  disease.  The 
segmentation  was  developed  to 
help  find  ways  to  penetrate  new 
audiences,  audiences  that  might  be 
harder  to  reach,  inform,  and  moti- 
vate about  cancer  messages  (NCI, 
1990). 

SUMMARY 

The  review  of  knowledge,  atti- 
tudes, and  practices  of  the  general 
population  reveals  that  although 
there  are  "health  achievers,"  there 
are  significant  numbers  of  people 
who  have  not  been  influenced  by 
the  health  promotion  messages  of 
the  past  decade.  In  the  area  of 
physical  activity,  in  particular,  the 
majority  of  the  population  have  not 
changed  their  sedentary  lifestyles. 
In  all  three  topic  areas,  those  Ameri- 
cans with  lower  educational  levels 
and  lower  incomes  are  at  highest 
risk  from  their  health  practices. 
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CHAPTER  FOUR 


TARGET  AUDIENCE  ANALYSIS 


As  the  two  previous  chapters  have 
shown,  there  is  evidence  that  cer- 
tain sectors  of  the  population,  nota- 
bly minority  and  low  income  per- 
sons, continue  to  experience  higher 
levels  of  risk  and  excess  mortality 
and  morbidity  when  compared  to 
the  general  population.  In  addition 
to  the  relationship  between  behav- 
ioral risk  factors  and  health  status, 
socioeconomic  status  emerges  as  an 
important  factor  in  predicting 
health  outcomes.  Consequently, 
other  factors  such  as  occupation, 
family  income,  and  educational 
level  were  considered  important 
variables  for  this  project. 

An  operational  definition  of  the 
target  population  was  developed  to 
be  used  in  recruiting  participants  in 
the  focus  group  discussions  and  to 
identify  the  categories  for  analysis 
for  the  Simmons  Annual  Survey  of 
Media  and  Markets  database.  The 
demographic  parameters  for  the 
study  population  were: 

•  black,  white,  and  Hispanic 
men  and  women  between 
the  ages  of  25  and  64; 

•  with  family  incomes  ranging 
between  poverty  and 
median  family  income 
levels;  and 

•  high  school  graduation  as 
the  maximum  level  of 
educational  attainment. 

Further  discussion  about  how  these 
characteristics  were  used  to  select 
focus  group  participants  can  be 
found  in  Chapter  5. 


This  chapter  reviews  these  demo- 
graphic characteristics  of  the  target 
population  and  others  that,  com- 
bined with  the  focus  group  results, 
help  to  provide  a  descriptive  pro- 
file of  the  study  population  that  can 
be  used  in  designing  health  promo- 
tion programs.  This  review  is  not 
intended  to  be  comprehensive, 
rather  it  is  presented  to  help  set  the 
context  for  the  presentation  of  the 
focus  group  results  and  the  analy- 
sis of  the  Simmons  database.  In 
addition  to  socioeconomic  indica- 
tors and  other  population  charac- 
teristics, factors  significant  to  de- 
signing health  communication 
progams  also  are  reviewed,  such  as 
geographic  location  of  racial  and 
ethnic  groups,  language  preferences 
of  Hispanics,  and  literacy  levels. 

POPULATION 
OVERVIEW 

Thirty-two  percent  of  the  general 
U.S.  population  meets  the  demo- 
graphic characteristics  of  the 
project  population  under  study  (see 
table  14).  By  their  age,  25  to  64 
years  old,  these  people  are  respon- 
sible for  themselves,  as  well  as 
others.  Through  their  work  and 
other  duties,  they  exert  influence 
on  their  children,  extended  fami- 
lies, neighbors,  friends,  and  co- 
workers. The  older  segment  of  this 
group  begins  to  see  in  themselves 
and  in  their  contemporaries  the 
development  of  chronic  diseases 
and  conditions.  They  may  begin  to 
see  that  some  among  them  seem  to 


stay  "younger"  and  more  vital  for 
various  reasons.  It  represents  a 
time  when  change  in  lifestyle  habits 
can  bring  benefits  in  terms  of  the 
onset  and  course  of  disease. 

In  1987,  the  size  of  the  U.S.  popula- 
tion was  243,400,000,  and  the  me- 
dian age  was  32.1.  Half  (50.7  per- 
cent) of  the  total  population  were 
between  ages  25  and  64.  The  na- 
tional median  income  of  a  family  of 
four  was  $39,051,  and  $12,092  was 
the  income  level  for  a  family  of  four 
in  poverty  in  1988  (U.S.  Bureau  of 
the  Census,  Statistical  Abstract, 
1989;  Money  Income  and  Poverty 
Status  in  the  United  States:  1988, 
1989). 

RACE/ETHNICITY 

In  1987, 84  percent  of  the  U.S. 
population  was  white,  12  percent 
was  black,  and  about  8  percent  was 
Hispanic  (see  table  15).  Since  His- 
panics may  be  identified  by  the 
Census  as  either  black  or  white, 
demographic  data  on  Hispanics 
may  reflect  an  unknown  amount  of 
double  counting  or  under  counting 
regarding  racial  designation  (U.S. 
Bureau  of  the  Census,  Population 
Department,  Personal  Communica- 
tion, Audrey  Primas).  Table  15  also 
provides  information  on  the  per- 
cent of  women  among  whites, 
blacks,  and  Hispanics  and  the  me- 
dian age  for  each  group.  The  me- 
dian age  of  Hispanics  is  less  than 
that  of  whites  and  blacks  princi- 
pally because  of  the  relatively  high 
birth  rate  and  immigration  patterns. 


Table  14.  Total  Population 

Between  the  Ages  of  25  and  64 

With  12  Years  of  Education  or 

Less:  United  States,  1979 

ptrcciu/ 

Total 

32.0 

Willie  JrUpUlaUUil 

Males 

11.7 

Females 

13.9 

DiacK  ropuiouon 

o.o 

Males 

1.7 

Females 

2.1 

Hispanic  Population 

2.6 

Males 

1.2 

Females 

1.4 

Source:  U.S.  Bureau  of  the  Census, 

2980  Census  of  tlie  Population /General 

Social  and  Economic  Characteristics, 

1983. 

The  Hispanic  population  includes 
Mexican  Americans  (62  percent), 
Puerto  Ricans  (13  percent),  Central 
and  South  Americans  (12  percent), 
Cubans  (5  percent),  and  "other" 
Spanish  origin  groups  (8  percent) 
(U.S.  Bureau  of  the  Census,  Hispanic 
Population  in  the  United  States,  1988). 

INCOME 

While  the  national  median  income 
of  families  in  1988  was  $32,191,  the 
median  income  levels  of  black  and 
Hispanic  families  were  significantly 
lower  $19329  for  blacks  and  $21,769 
for  Hispanics  (see  table  16).  Similar 
differences  were  evident  in  the 
median  income  of  female  head  of 
households,  with  no  husband  pre- 
sent (Money  Income,  1989). 

Another  illustration  of  income 
differences  is  shown  in  table  17.  In 
1987,  almost  two-thirds  of  white 
families  (65.8  percent)  earned  an 
annual  income  of  $25,000  or  more, 
while  only  39.3  percent  of  black 
families  and  43.9  percent  of  His- 
panic families  earned  an  annual 
income  of  $25,000  or  more  (Money 
Income,  1989). 


Although  the  majority  of  poor 
persons  in  1988  were  white  (65.1 
percent),  blacks  and  Hispanics  were 
overrep  resented  among  the  poor. 
Blacks  constituted  29.6  percent  of 
all  persons  below  the  poverty  level. 
About  16.9  percent  of  the  poor  were 
persons  of  Hispanic  origin,  who 
may  be  of  any  race  (although  over 
90  percent  are  included  in  the  white 
racial  category  in  the  Current 
Population  Survey).  The  1988  pov- 
erty rate  was  10.1  percent  for  whites, 
31.6  percent  for  blacks,  and  26.8 
percent  for  Hispanics,  compared  to 
13.1  percent  for  the  general  popula- 
tion. 

Over  half  of  the  Americans  living 
in  poverty  in  1988  were  children 


under  18  (39.5  percent)  and  the 
elderly  (10.9  percent).  Poverty 
rates  for  families  in  1988  tended  to 
decrease  with  the  increasing  age  of 
the  householder  (from  29.7  for 
those  under  age  25  to  6.6  percent 
for  those  with  a  householder  age  65 
and  over),  as  well  as  with  years  of 
school  completed  by  the  house- 
holder and  the  number  of  workers 
in  the  family.  Poverty  rates  for 
families  increased  as  family  size 
increased  (Money  Income,  1989). 

OCCUPATION 

Data  from  the  National  Center  on 
Health  Statistics  national  health 
survey  (1983-85)  were  examined  by 
Collins  (1989)  to  assess  the  health 
characteristics  of  the  United  States 


Table  15.  Selected  Population  Characteristics:  United  States,  1987 


Total 
Population  White 

243,400  205,820 


Black 


29,736 


Hispanic* 

18,790 


Total  Number  in  U.S. 
(in  thousands) 

Percent  of 

U.S.  Population* 

Percent  of  Females 

Median  Age  (Years) 


*Hispanics  may  be  racially  identified  as  white  or  black.  Therefore,  figures 
reflect  an  unknown  amount  of  double  counting.  (U.S.  Bureau  of  the  Census, 
Population  Department,  Personal  Communication,  Audrey  Primas) 

Source:  U.S.  Bureau  of  the  Census,  Statistical  Abstracts  of  the  US,  1989. 


100 

84 

12 

8 

51 

51 

53 

50 

32.1 

33.0 

27.2 

25.1 

Table  16.  Median  Income  of  Families  According  to  Race,  Spanish 
Origin,  and  Type  of  Family:  United  States,  1988 

MEDIAN  INCOME  ($) 

Total 

White 

Black 

Hispanic 

All  Families 

32,191 

33,915 

19,329 

21,769 

Married  Couple 
Families 

36389 

36,840 

30,385 

25,667 

Female  Householder, 
No  Husband 

15,346 

17,672 

10,657 

10,647 

Male  Householder, 
No  Wife 

26,827 

28,935 

17,853 

21,937 

Source:  U.S.  Bureau  of  the  Census,  Money  Income  and  Poverty,  1988. 

Table  17.  Families  by  Total  Money  Income 
According  to  Race  and  Ethnicity:  United  States,  1988 

(In  percent) 

Income  ($) 

Total 

White 

Black 

Hispanic 

T  T»ir4  «-»»•  Q  QQQ 

unaer  y,yyy 

in  q 

O.D 

07  1 

/U.J 

1  n  (Wl  tn  U  QQQ 

iu,uuu  to  i4,yw 

Q  Q 
O.O 

Q  1 
O.I 

in  r 

lo.o 

1  C  <W1        O/l  QQQ 

17  Q 
i/.O 

1/./ 

1Q  7 
IV./ 

11.1 

25,000  to  34,999 

16.9 

17.4 

13.4 

16.5 

35,000  to  49,999 

20.0 

21.0 

13.3 

15.5 

50,000  and  over 

25.7 

27.4 

12.6 

11.9 

Median  Income 

$32,191 

$33,915 

$19,329 

$21,769 

Source:  U.S.  Bureau  of  the  Census,  Money  Income 

and  Poverty,  1988. 

by  occupation  and  industry.  Occu- 
pation is  highly  correlated  with 
income  and  education.  More  than 
80  percent  of  the  labor  force  were 
high  school  graduates  in  1983-85, 
but  only  21  percent  were  college 
graduates.  However,  71  percent  of 
persons  in  professional  specialty 
occupations  were  college  graduates 
(NCHS,  1989). 

The  labor  force  was  comprised  of 
56  percent  men  and  44  percent  wo- 
men in  1983-85.  Some  occupations 
consisted  primarily  of  women: 
private  household  occupations  (94 
percent)  and  administrative  sup- 
port occupations  (80  percent).  Men 
accounted  for  more  than  90  percent 
of  persons  in  transportation  and 
material  moving  occupations  and 
precision  production,  craft,  and 
repair  occupations.  They  also 
dominated  protective  service  occu- 
pations and  farming,  forestry,  and 
fishing  occupations,  accounting  for 
85.5  percent  and  84.5  percent  of 
these  groups  respectively. 

The  largest  proportion  of  workers 
with  low  family  income,  those 
earning  less  than  $10,000  a  year 
(1983-85),  were  in  service  occupa- 
tions. Persons  in  the  $10,000- 
$24,999  income  group  reported  high 
proportions  of  workers  in  adminis- 
trative support  occupations,  preci- 
sion production,  craft,  and  repair 


occupations,  and  service  occupa- 
tions. About  half  of  those  in  the 
$25,000  or  more  income  group  were 
in  professional  specialty  occupa- 
tions, executive,  administrative,  and 
managerial  occupations,  and  ad- 
ministrative support  occupations. 

About  half  of  the  currently  em- 
ployed persons  with  less  than  12 
years  of  education  were  concen- 
trated in  three  occupational  groups: 
1)  precision  production,  craft,  and 
repair  occupations;  2)  service  occu- 
pations; and  3)  machine  operators, 
assemblers,  and  inspectors.  Per- 
sons with  16  years  or  more  of  edu- 
cation were  predominantly  in  two 
occupational  groups:  professional 
specialty  occupations  and  execu- 
tive, administrative,  and  mana- 
gerial occupations. 

Table  18  shows  the  percentage  of 
selected  occupations  comprised  of 
white,  black,  and  Hispanic  work- 
ers. Although  blacks  and  Hispan- 
ics  compose  a  significant  propor- 
tion of  service,  labor,  and  produc- 
tion occupational  categories,  tradi- 
tionally regarded  as  blue-collar  or 
pink-collar  occupations,  large  num- 
bers of  whites  participate  in  these 
occupational  categories  as  well. 

In  1988,  the  U.S.  civilian  unemploy- 
ment rate  for  persons  16  years  of 
age  and  over  was  5.5  percent  (U.S. 


Bureau  of  Labor  Statistics,  1989). 
However,  unemployment  rates  are 
higher  among  persons  18-44  years 
of  age,  more  than  twice  as  high  for 
blacks  as  for  whites,  higher  among 
persons  with  less  than  12  years  of 
education,  and  higher  among  per- 
sons in  families  with  incomes  of 
less  than  $10,000  (Collins,  J.G.,  1989). 

EDUCATIONAL 
ATTAINMENT 

The  proportion  of  the  adult  popula- 
tion 25  years  old  and  over  who 
completed  high  school  increased 
from  roughly  one-quarter  in  1940 
to  nearly  three-quarters  in  1985, 
according  to  a  report  on  educa- 
tional attainment  published  in  1987 
by  the  U.S.  Bureau  of  the  Census. 
The  proportion  who  were  college 
graduates  also  rose  considerably 
during  the  same  period.  However, 
while  the  opportunity  to  complete 
high  school  is  now  nearly  univer- 
sal, the  chance  of  continuing  on 
through  college  is  not.  Nearly  half 
of  all  high  school  graduates  attend 
college,  but  only  slightly  more  than 
half  of  those  complete  4  years  of 
college. 

As  data  from  the  Census  Bureau  in 
table  19  show,  about  the  same  per- 
centage (40  percent)  of  whites  and 
blacks  between  the  ages  of  25  and 
44  had  completed  four  years  of 
high  school  by  1985.  The  cohort  of 
Hispanics  who  had  completed  four 
years  of  high  school  was  consider- 
ably smaller  (31  percent). 

However,  in  the  older  age  groups, 
ages  45  through  64,  the  proportion 
of  blacks  and  Hispanics  who  had 
completed  four  years  of  high  school 
were  more  similar  and  substantially 
smaller  than  that  for  the  same  age 
cohort  of  whites.  In  addition,  al- 
most half  of  Hispanics  ages  45  to  64 
years  (48.2  percent) ,  and  a  third  of 
those  ages  25  to  44  (30  percent),  had 
completed  8  or  fewer  years  of  edu- 
cation. 


Table  18.  Distribution  of  Selected  Occupations  of  the  Civilian  Labor 
Force  by  Race  and  Ethnicity:  United  States,  1988 
(In  percent) 


Percent  of  Occupation  Who  Are: 
White        Black  Hispanic 

Managerial  and  Professional 


Specialty  Occupations 

90.4 

6.1 

3.7 

Technical,  Sales,  and  Administrative 

Support  Occupations 

87.7 

9.1 

5.8 

Service  Occupations 
(Private  Household) 

75.6 

22.6 

16.7 

Precision  Production  Occupations 

87.7 

8.6 

8.8 

Operators,  Fabricators, 
and  Laborers 

82.3 

15.0 

11.1 

Farm  Workers  and  Helpers 

89.5 

8.7 

23.0 

Lawyers 

96.5 

1.9 

1.9 

Judges 

90.9 

9.1 

<0.1 

Health  Diagnosing  Occupations 

88.4 

2.8 

4.0 

Source:  U.S.  Department  of  Labor,  Bureau  of  Labor  Statistics,  Unpublished 
Tabulations  from  the  Current  Population  Survey,  1988  Annual  Averages. 


By  1980,  gender  differences  in  the 
proportion  of  the  population  who 
completed  high  school  were  virtu- 
ally nonexistent  —  86  percent  of 
young  men  and  women  (25  to  29 
years  old)  had  completed  high 
school.  While  changes  in  enroll- 
ment trends  in  recent  years  have 
reduced  the  difference  in  the  pro- 
portions of  young  men  and  women 
who  are  college  graduates,  a  sub- 
stantial difference  remained  among 
all  adults  25  years  old  and  over  — 


23  percent  of  men  and  16  percent  of 
women  were  college  graduates  in 
1985. 

Regional  differences  persist  in  the 
proportion  of  high  school  graduates. 
In  1985,  the  proportion  was  lowest 
for  the  South  at  69  percent,  fol- 
lowed by  the  Northeast  (74  percent), 
Midwest  (755  percent),  and  the  West 
(80.2  percent)  (U.S.  Bureau  of  the 
Census,  1987). 


INCOME  AND 
EDUCATION 

Although  there  is  a  direct  relation- 
ship between  income  and  educa- 
tional attainment  that  is  apparent 
for  both  men  and  women  and  all 
racial  and  ethnic  groups,  the  posi- 
tive relationship  is  strongest  for 
white  men  compared  to  other 
groups.  Poverty  rates  decrease 
dramatically  as  years  of  school 
completed  increase.  This  general 
relationship  exists  regardless  of 
race  or  Hispanic  origin,  although 
large  differences  exist  among  these 
groups  within  the  education  cate- 
gory. For  example,  24.7  percent  of 
black  family  householders  who  were 
high  school  graduates  (but  had  not 
completed  any  college  years)  were 
below  the  poverty  level  in  1988, 
while  16.0  percent  of  Hispanic  house- 
holders and  only  6.8  percent  of 
white  householders  with  compa- 
rable education  were  poor  (Money 
Income,  1989). 

Income  differentials  between  the 
earnings  of  men  and  women  also 
persist  with  comparable  levels  of 
educational  attainment.  For  ex- 
ample, in  1988,  men  in  service  oc- 
cupations with  four  years  or  more 
of  college  earned  $20,298  compared 
to  women  at  $7,147.  Similar  dis- 
parities are  evident  at  every  level  of 
education  and  in  all  occupational 
categories  (Money  Income,  1989). 


Table  19.  Educational  Attainment  by  Age,  Race,  and  Ethnicity:  United  States,  1985 

(In  percent) 


ELEMENTARY   HIGH  SCHOOL   COLLEGE 

0-8  Years  1-3  Years  4  Years  1  Year  or  more 


Years 

of  Age 

White 

Black 

Hispanic 

White 

Black 

Hispanic 

White 

Black 

Hispanic 

White 

Black 

Hispar 

20-24 

4.0 

3.2 

20.5 

11.7 

17.1 

20.5 

41.9 

46.1 

33.8 

42.4 

33.6 

25.2 

25-44 

4.9 

6.8 

29.5 

8.4 

17.9 

15.6 

40.1 

41.0 

31.0 

46.5 

34.3 

23.9 

45-64 

13.5 

28.7 

48.2 

13.3 

24.1 

12.7 

42.5 

29.4 

26.4 

30.7 

17.8 

12.7 

65  and 

over 

32.8 

61.4 

70.2 

16.6 

21.9 

8.6 

30.5 

13.0 

13.3 

20.1 

8.9 

7.7 

Source:  U.S.  Bureau  of  the  Census,  Educational  Attainment,  1987. 


ADDITIONAL 

CHARACTERISTICS 

LITERACY 

Available  data  on  illiteracy  are 
limited,  making  it  difficult  to  get  an 
accurate  assessment  of  the  reading 
and  writing  levels  of  the  study  popu- 
lation. To  date,  there  is  no  univer- 
sally accepted  definition  or  mea- 
surement of  literacy.  Literacy  lev- 
els are  often  defined  by  years  of 
schooling  but  this  is  considered  a 
proxy  measure  since  actual  literacy 
rates  can  vary  even  among  high 
school  graduates. 

According  to  one  study,  the  English 
Language  Proficiency  Survey  com- 
missioned in  1982  by  the  U.S.  De- 
partment of  Education,  approxi- 
mately 13  percent  of  American  adults 
ages  20  years  and  older  were  classi- 
fied as  "illiterate,"  i.e.,  unable  to 
read  above  the  fourth  grade  level. 
Of  those: 

•  41  percent  lived  in  central 
cities; 

•  56  percent  were  under 
age  50; 

•  for  whom  English  is  the 
primary  language,  35 
percent  were  between  the 
ages  of  20  and  40  years  old; 

•  for  whom  English  is  the 
primary  language,  42 
percent  had  no  earnings 
in  1981; 

•  37  percent  spoke  a  language 
other  than  English  in  their 
homes; 

•  70  percent  of  adult  illiterates 
did  not  complete  high 
school;  and, 

•  States  having  the  highest 
rate  of  illiteracy  (16  percent) 
were  Mississippi,  Texas, 
New  York,  Louisiana,  and 
the  District  of  Columbia. 

LANGUAGE  PREFERENCE 

English  is  the  preferred  language 
for  whites  and  blacks.  Spanish  is 
the  preferred  language  for  over 
two-thirds  of  all  Hispanics. 


However,  this  preference  for  Span- 
ish varies  by  geographic  region  and 
is  highest  in  the  Southeast  (see  table 
20).  Data  from  a  1986  study  showed 
that  about  72  percent  of  Hispanics 
spoke  Spanish  in  the  home,  and  36 
percent  spoke  Spanish  at  their  place 
of  work  (see  table  21). 

Lack  of  reading  skills  may  be  a 
serious  barrier  for  some  Hispanic 
groups.  While  most  Hispanics  are 
able  to  read  Spanish  to  some  extent, 


proficiency  varies  and  proficiency 
in  English  is  quite  limited.  Table  22 
provides  a  summary  of  U.S.  His- 
panic English  and  Spanish  language 
skills.  How  well  Hispanics  read 
English  and  Spanish  varies  by  geo- 
graphic region  and  is  shown  on 
table  23.  According  to  the  English 
Language  Proficiency  Survey,  43 
percent  of  Hispanics  ages  20 
through  39  years  and  61  percent  of 
Hispanics  over  the  age  of  40  read 
English  below  the  fourth  grade  level. 


Table  20.  Language  Hispanics  Are  Most  Comfortable  Speaking 
According  to  Region:  United  States,  1985  (In  percent) 


Language 


Spoken 

Total 

Northeast 

Southeast 

Central 

Southwest 

California 

Spanish 

66.5 

62.8 

84.1 

50.8 

56.2 

75.8 

English 

15.4 

13.9 

3.3 

13.2 

27.9 

7.9 

Both 

18.1 

23.3 

12.6 

36.0 

15.9 

16.3 

Source:  Strategy  Research  Corporation,  1986. 


Table  21.  Language  Hispanics  Speak  at  Various  Times: 
United  States,  1985  (In  percent) 


Language                  At                       At  On  Social 

Spoken  Home  Work  Occasions 

Spanish                   71.7                   35.8  54.5 

English                   10.4                   30.0  18.0 

Both                       17.9                    34.2  27.5 


Source:  Strategy  Research  Corporation,  1986. 


Table  22.  Summary  of  Language  Skills  of  Hispanics: 
United  States,  1985  (In  percent) 


Very  Good/    Fair/Poor/    Cannot  Spealo 
Good        Very  Poor  Read/Write 


Huency  in  Speaking  Spanish  85.8  14.0  0.2 

Huency  in  Speaking  English  43.0  40.2  16.8 

Proficiency  in  Writing  Spanish  77.5  18.1  4.4 

Proficiency  in  Writing  English  39.9  37.1  23.0 

Ability  to  Read  Spanish  80.7  15.5  3.8 

Ability  to  Read  English  42.1  36.0  21.9 


Source:  Strategy  Research  Corporation,  1986. 


Table  23.  Summary  of  Reading  Skills  of  Hispanics  According  to  Region:  United  States,  1985 
 (In  percent)  


Total  Northeast  Southeast  Central  Southwest  California 

English 

Very  Good/Good             42.1             45.3             31.0  56.7  51.1  33.3 

Fair/Poor /Very  Poor         36.0             38.0             30.2  27.2  30.7  41.5 

Cannot  Read                   21.9             16.7             38.8  16.1  18.2  25.2 


Spanish 

Very  Good/Good  80.7  81.6  96.7  82.1  64.5  90.2 

Fair/Poor /Very  Poor  15.5  15.1  33  13.1  27.9  8.1 

Cannot  Read  3.8  3.3  0.0  4.8  7.6  1.7 


Source:  Strategy  Research  Corporation,  1986. 


GEOGRAPHIC 
DISTRIBUTION 

In  1987,  the  greatest  percentage 
(34.5)  of  Americans  lived  in  the 
Southern  region  of  die  United  States, 
followed  by  24.5  percent  in  the 
Midwest,  20.7  percent  in  the  North- 
east, and  20.4  percent  in  the  West 
(U.S.  Bureau  of  the  Census,  Statisti- 
cal Abstract,  1989). 

In  1985,  one-fourth  of  whites  lived 
in  rural  areas,  one-fourth  in  central 
urban  cities,  and  34  percent  lived 
on  the  urban  fringe  or  in  suburbs 
(U.S.  Bureau  of  the  Census,  Popula- 
tion Profile  of  the  United  States.  1984/ 
1985, 1987).  By  comparison,  65  per- 
cent of  blacks  lived  in  central  cities 
(U.S.  Bureau  of  the  Census,  We,  the 
Black  Americans,  1986). 

While  the  proportion  of  whites  in 
each  region  mirrored  the  distribu- 
tion for  the  general  population,  the 
geographic  distribution  of  both 
black  and  Hispanic  populations 
was  much  more  concentrated. 
Over  half  of  the  black  population 
lived  in  the  South  (53  percent),  and 
65  percent  of  all  blacks  lived  in  12 
states  (see  table  24)  (We,  the  Black 
Americans,  1986). 

In  1988,  about  two-thirds  of  His- 
panics (66  percent)  lived  in  three 
states:  California  (34  percent), 


Table  24.  Black  Population 

Residing  in  12  States: 

United  States,  1980 

(In  percent) 

Black 

State  Population 

New  York 

9.1 

California 

6.9 

Texas 

65 

Illinois 

6.3 

Georgia 

55 

Horida 

5.1 

Norm  Carolina 

5.0 

Louisiana 

4.7 

Mississippi 

4.5 

Ohio 

4.1 

Pennsylvania 

4.0 

Virginia 

3.8 

Black  Population, 

12  States  Combined 

65.5 

Source:  U.S.  Bureau  of  the  Census, 

We,  the  Black  Americans,  1985. 

Texas  (21  percent),  and  New  York 
(11  percent).  Nearly  one-third  of 
the  Hispanic  population  (32  per- 
cent) lives  in  either  the  New  York 
or  Los  Angeles  media  markets. 
This  concentration  has  important 
implications  for  health  information 
programs  using  the  mass  media. 
An  additional  23  percent  of  His- 
panics lived  in  six  other  states  (see 


Table  25.  Hispanic  Population 
Residing  in  9  States: 
United  States,  1988 
(In  percent) 

Hispanic 

State 

Population 

California 

33.9 

Texas 

21.3 

New  York 

10.9 

Horida 

7.6 

Illinois 

4.1 

Arizona 

3.3 

New  Jersey 

3.3 

New  Mexico 

2.8 

Colorado 

1.9 

Hispanic  Population, 

9  States  Combined 

89.1 

Source:  U.S.  Bureau  of  the  Census, 

The  Hispanic  Population,  1988. 

table  25)  (U.S.  Bureau  of  the  Cen- 
sus, The  Hispanic  Population  in  the 
United  States:  March  1988). 

The  three  major  Hispanic  national- 
ity groups  —  Mexican  Americans, 
Puerto  Ricans,  and  Cubans  —  tend 
to  dominate  specific  regions  or 
states.  According  to  Lipton  and 
Katz  (1989),  Mexican  Americans 
live  primarily  in  California,  Texas, 
Colorado,  and  other  southwestern 
states.  Puerto  Ricans  are  found 
primarily  in  New  York  and  New 


Jersey.  Cubans  live  primarily  in 
Florida.  The  regional  concentration 
of  subgroups  of  the  Hispanic  popu- 
lation provides  an  opportunity  to 
tailor  media  messages  that  are  lin- 
guistically and  culturally  specific  to 
these  groups. 

SUMMARY 

A  review  of  demographic  charac- 
teristics helps  to  develop  a  profile 
of  the  target  population.  This  infor- 
mation, combined  with  that  which 
was  presented  in  the  previous  chap- 
ters, provides  a  context  in  which  to 
interpret  and  understand  the  re- 
sults from  the  focus  group  discus- 
sions that  form  the  centerpiece  of 
the  project.  In  the  next  chapter,  the 
results  of  those  focus  groups  will  be 
presented.  Similarities  and  differ- 
ences in  the  knowledge,  attitudes, 
and  practices  of  the  focus  group 
participants  will  be  identified  based 
on  many  of  Ihe  demographic  charac- 
teristics that  have  been  discussed 
here. 
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CHAPTER  FIVE 

FOCUS  GROUP  FINDINGS 


Quantitative  data  alone  cannot 
supply  the  insights  needed  to  de- 
sign effective  health  communica- 
tion programs.  To  complement  the 
statistical  data,  24  focus  groups 
were  conducted  with  a  total  of  202 
lower  SES  adults  to  help  uncover 
their  underlying  perceptions,  feel- 
ings, attitudes,  and  behaviors  relat- 
ing to  health  promotion  and  disease 
prevention  practices,  especially  the 
three  risk  factors  of  diet,  exercise, 
and  weight  control.  Answers  to  the 
following  questions  were  sought: 

•  To  what  extent  is  health  a 
priority  among  those  of 
lower  socioeconomic  status? 
How  does  it  compete  with 
other  daily  concerns? 

•  What  are  the  general  atti- 
tudes toward  nutrition,  food, 
eating,  body  weight,  weight 
control,  and  exercise?  How 
do  these  differ  by  age,  race/ 
ethnicity,  and  sex? 

•  Are  there  specific  beliefs 
about  staying  healthy  or 
getting  sick  that  influence 
behavior? 

•  What  obstacles  are  perceived 
to  adopting  healthy  behaviors? 

•  What  might  serve  to  moti- 
vate healthy  behavior? 

METHODS 

The  focus  groups  were  typically 
composed  of  six  to  nine  partici- 
pants who  were  unfamiliar  to  each 
other.  They  were  selected  because 
they  had  in  common  the  specific 
characteristics  that  were  being 


evaluated.  An  open-ended  discus- 
sion was  led  by  a  moderator  skilled 
at  eliciting  different  perceptions 
and  points  of  view. 

It  is  important  to  remember  that 
there  are  no  right  or  wrong  an- 
swers in  a  focus  group.  Focus 
groups  are  not  brainstorming  ses- 
sions, nor  is  there  an  attempt  to 
reach  consensus  or  to  teach.  They 
are  not  conducted  to  collect  "know- 
ledge" types  of  information  for 
which  surveys  are  more  appropri- 
ate. Rather,  they  are  exploratory  in 
nature,  seeking  valuable  qualitative 
input  that  can  be  used  to  help  de- 
sign, test,  or  assess  materials  and 
programs.  The  same  discussion 
was  conducted  24  times  to  identify 
trends  and  patterns  in  perceptions 
across  the  broad  target  group  and 
within  varying  segments  of  partici- 
pants. 

The  set  of  24  focus  groups  were 
conducted  during  August,  Septem- 
ber, and  October  of  1989  in: 

•  Baltimore,  MD 

•  Philadelphia,  PA 

•  Miami,  FL 

•  New  York  City,  NY 

•  Chicago,  IL 


•  San  Jose,  CA 

•  Oakland,  CA 

•  San  Antonio,  TX 

•  Richmond,  VA 

The  groups  were  segmented  by 
age,  sex,  and  race /ethnicity,  as 
these  were  variables  by  which  the 
data  would  be  analyzed  for  trends 
and  patterns.  The  various  catego- 
ries are  shown  in  table  26. 

•  Eight  focus  groups  were 
conducted  for  each  of  three 
racial /ethnic  populations: 
blacks,  whites,  and  Hispan- 
ics  (two  Cuban,  four  Mexi- 
can American,  and  two 
Puerto  Rican  groups). 

•  Groups  were  evenly  divided 
between  men  and  women 
and  younger  (25-44  years) 
and  older  (45-64  years) 
persons. 

In  addition  to  the  selection  of  par- 
ticipants by  age,  sex,  and  race/ 
ethnicity,  a  mix  of  married  and 
single  individuals  were  included, 
with  38  participants  living  alone 
and  164  living  in  households  with 
two  or  more  persons.  Individuals 
or  those  with  immediate  family 


Table  26.  Numbers  of  Focus  Group  Participants 

WHITES  BLACKS  HISPANICS 

Age      Males     Females     Males     Females        Males  Females 

25-44       18  18  17  16  17  18 

45-64       15  17  17  15  17  17 


members  in  treatment  for  chronic 
diseases  were  excluded  from  the 
focus  groups.  In  each  group,  about 
half  the  participants  considered 
themselves  to  weigh  more  than 
average,  and  the  other  half  were 
evenly  split  between  those  who  felt 
they  were  about  average  weight  or 
thinner  than  average. 

All  participants  in  the  focus  groups 
had  a  high  school  education  or  less. 
Educational  attainment  of  focus 
group  participants  is  shown  by 
race /ethnicity  and  age  in  table  27. 

In  addition,  participants  were  re- 
cruited based  on  family  incomes 
below  the  national  median  family 
income  but  above  the  Federal  pov- 
erty level.  This  status  was  deter- 
mined for  each  individual  based  on 
a  combination  of  family  income 
and  size  of  household.  The  market 


research  facilities  that  recruited  the 
participants  were  not  always  able 
to  recruit  single  participants  (family 
of  one)  at  the  lowest  income  levels 
so  in  some  cases  these  participants' 
incomes  were  higher  than  the  fam- 
ily income  median  for  one  person. 
Participant  income  and  household 
size  are  shown  in  table  28. 

Participants  worked  in  a  range  of 
service,  trade,  and  semi-skilled 
occupations.  For  men,  occupations 
included  bus  driver,  construction 
worker,  pizza  delivery  person,  mail 
clerk,  painter,  maintenance  worker, 
stock  clerk,  musician,  utility  worker, 
mover,  truck  driver,  bartender, 
crossing  guard,  bake  shop  worker, 
roofer,  sheet  metal  worker,  in- 
staller, factory  worker,  meat  market 
employee,  heat  pump  mechanic, 
and  barber.  Among  women,  occu- 
pations were  varied,  including 


clerk,  homemaker,  beautician,  tan- 
ning salon  employee,  accounting 
technician,  bank  employee,  tran- 
scriber, building  inspector,  and 
employees  of  government  agencies 
in  unspecified  positions. 

The  following  topics  were  covered 
in  each  focus  group: 

•  typical  daily  activities, 
especially  eating  and 
physical  activity; 

•  views  on  health,  sickness, 
and  disease; 

•  personal  priority  placed  on 
health; 

•  the  link  of  behavior  and 
health; 

•  beliefs  and  practices  related 
to  diet,  exercise,  and  weight 
control; 

•  sources  of  health  informa- 
tion. 


Table  27.  Level  of  Educational  Attainment  of  Focus 
Group  Participants 

(Number  of  Persons) 


WHITES 


BLACKS 


HISPANICS 


25-44 

45-64 

25-44 

45-64 

25-44 

45-64 

High  School  Graduate 

24 

28 

20 

22 

18 

13 

Some  High  School 

12 

4 

12 

10 

9 

11 

Grade  6  or  Less 

0 

0 

1 

0 

8 

10 

In  two  groups  with  white  men  and 
two  with  black  women,  partici- 
pants were  asked  to  react  to  educa- 
tional approaches  or  concepts  aimed 
at  conveying  health  messages. 

Focus  group  findings  provide  rich 
and  detailed  insights  into  the  be- 
liefs and  attitudes  of  a  target  audi- 
ence, but  as  a  qualitative  research 
technique  the  findings  are  limited. 
The  small  number  of  respondents, 


Table  28.  Focus  Group  Composition  by  Family  Income  and  Size  of  Household:  1989 

(Number  of  Persons) 

Size  of 

12,000- 

FAMILY  INCOME  ($) 
15,000-       20,000-  25,000- 

30,000- 

35,000- 

Poverty 
Level 

Median  Family 
Income 

Household 

14,999 

19,999 

24,999 

29,999 

34,999 

39,999 

1986 

1988 

1 

12 

21 

5 

5,186 

Male:  18,908 
Female:  8,884 

2 

38 

17 

6,706 

27,075 

3 

13 

17 

8 

7,948 

33,614 

4 

12 

18 

15 

9 

10,191 

39,051 

5 

4 

5 

1 

2 

12,061 

35,993 

6 

2 

1 

13,638 

36307 

7 

1 

1 

15,509 

31,221 

and  some  self  selection  of  partici- 
pants (i.e.,  being  available  at  a  cer- 
tain date  and  time  to  attend  a  focus 
group),  limit  the  representative 
nature  of  the  participants  and  sug- 
gest cautious  interpretation  of  focus 
group  findings  in  the  context  of 
empirical  evidence.  Furthermore, 
since  scientific  sampling  proce- 
dures were  not  used,  the  findings 
cannot  be  generalized  to  a  larger 
population. 

Despite  such  limitations,  focus 
group  data  have  formed  the  under- 
pinning of  many  health  communi- 
cation programs.  The  findings 
from  the  focus  groups  which  fol- 
low are  conservatively  interpreted 
and  placed  in  the  context  of  find- 
ings from  other  research. 

PERCEPTIONS 
OF  HEALTH 

A  primary  purpose  of  the  24  focus 
groups  was  to  gain  insight  into  the 
participants'  perceptions  and  be- 
liefs about  health  and  the  relation- 
ship of  personal  behavior  to  health. 
This  broad  issue  was  explored  by 
finding  out  how  participants: 

•  ranked  health  among 
competing  priorities; 

•  described  and  defined 
health  and  sickness;  and 

•  thought  personal  behavior 
was  associated  with  promot- 
ing health  and  preventing 
disease. 

The  findings  about  perceptions  of 
health  were  rich  and  yielded  in- 
sight into  underlying  beliefs  about 
health  that  may  influence  how  this 
audience  perceives  and  interprets 
information  on  diet,  exercise,  and 
weight  control. 

WHERE  IS  HEALTH 
RANKED  AMONG  LIFE'S 
MANY  PRIORITIES? 

Focus  group  participants  were 
presented  with  16  possibilities  for 


life  priorities  and  they  were  each 
asked  to  rank  them  in  order  of 
personal  importance.  The  results  of 
this  process  are  shown  in  table  29 
for  white,  black,  and  Hispanic  men 
and  women.  Participants  were 
then  asked  their  reasons  for  mak- 
ing selections.  Those  reasons  are 
discussed  below. 

In  many  ways,  the  groups  were 
remarkably  consistent  in  their  se- 
lection of  priorities.  All  groups 
counted  "being  healthy"  among 
their  top  three  priorities,  along  with 
"being  happy  with  my  family." 
Furthermore,  all  agreed  too  that 
health  and  family  happiness  were 
more  important  than  items  such  as 
"looking  good,"  "becoming  rich," 
or  "living  a  long  time." 

Some  revealing  differences  also 
appeared.  Among  Hispanics,  the 
top  three  choices  were: 

•  Being  close  to  God 

•  Being  happy  with  my  family 

•  Being  healthy 

Among  blacks,  the  top  choices 
were:, 

•  Being  close  to  God 

•  Being  healthy 

•  Being  happy  with  my  life 

•  Being  happy  with  my  family 

Among  whites,  the  selections  were: 

•  Being  healthy 

•  Being  happy  with  my  life 

•  Being  happy  with  my  family 

"Being  close  to  God"  was  identified 
as  the  number  one  priority  by  all 
groups  of  Hispanic  women  and 
one  group  of  Hispanic  men.  The 
other  groups  of  Hispanic  men 
ranked  "being  close  to  God"  as 
their  second,  third,  or  fourth  prior- 
ity. Among  older  Mexican  Ameri- 
can men,  it  tied  with  "getting  a 
good  education  for  my  kids"  and 
among  younger  Puerto  Rican  men, 
it  ranked  below  "having  a  good 
love  life." 


Three  of  the  four  groups  of  Hispanic 
men  identified  "being  health/'  as 
their  top  priority.  In  discussions, 
they  noted  it  was  a  personal  prior- 
ity, because  they  perceived  being 
healthy  as  necessary  to  fulfill  their 
role  as  family  provider  and  care- 
taker. 

All  groups  of  blacks  selected  "be- 
ing close  to  God"  as  their  first  pri- 
ority, with  the  choice  being  nearly 
unanimous  among  women.  The 
comments  of  participants  high- 
lighted the  strength  of  the  impor- 
tance of  putting  God  first  among 
blacks  and  Hispanics. 

"God  is  most  important,  be- 
cause He  is  the  start  of  every- 
thing. If  we  want  money, 
health,  we  need  to  be  close  to 
Him." 

"Without  Him,  ain't  nothing 
possible.  Got  to  put  Him  first 
before  anything,  before  money 
or  health.  If  a  man  don't 
consider  God  first,  he'll  never 
have  too  much — without 
God,  you  can't  survive." 

"God  be  in  the  first  place.  All 
the  rest  of  them  going  to  fall 
into  place  if  you're  close  to 
God." 

All  but  one  of  the  black  groups 
ranked  "being  healthy,"  "being 
happy  with  my  life,"  and  "being 
happy  with  my  family"  among 
their  other  top  choices  though  the 
order  differed.  "Being  healthy"  was 
ranked  second  by  five  groups  and 
fourth  by  three  groups.  Older  men 
in  Philadelphia  were  the  only  ones 
identifying  issues  that  others  did 
not.  They  selected  "having  enough 
money"  as  number  two  and  "en- 
joying my  job"  as  number  three. 

Among  whites,  "being  healthy" 
was  selected  as  the  first  priority  in 
four  groups,  three  made  up  of  older 
participants  and  one  of  younger 
participants.  "Being  happy  with 
my  life"  was  first  among  partici- 
pants in  three  groups  and  "being 


Table  29.  Ranking  of  16  Priorities  by  Focus  Group  Participants  According  to  Sex,  Race,  and  Ethnicity 


WHITE 


Males 

Females 

Being  healthy 

1 

1 

Being  happy  with  my  life 

2 

2 

Being  happy  with  my  family 

3 

3 

Having  a  good  love  life 

4 

10 

Having  enough  money 

5 

7 

Making  and  keeping  good  friends 

6 

4 

Enjoying  my  free  time 

7 

9 

Being  close  to  God 

8* 

5 

Getting  along  with  others 

8* 

6 

Enjoying  my  job 

9 

13 

Having  a  good  job 

10 

12 

Living  a  long  time 

11 

15 

A  good  education  for  my  kids 

12 

8 

Looking  good 

13 

14 

Becoming  rich 

14 

16 

Having  children 

15 

11 

Tied 

Note:  White  men  are  used  as  the  reference  group  for  ranking. 


BLACK  HISPANIC 


Males 

Females 

Males 

Females 

2* 

2 

1 

2 

2* 

3 

4* 

4 

3 

4 

2 

3 

8* 

6 

5 

10* 

5 

5 

14 

14 

12 

11* 

12 

7 

11* 

11* 

11 

11 

1 

1 

3 

1 

11* 

12 

10 

8 

8* 

9 

8 

9 

4 

8* 

6 

6 

7 

10 

9 

12 

6 

8* 

4* 

5 

9 

7 

4* 

10* 

10 

14 

13 

15 

13 

13 

7 

13 

happy  with  my  family"  in  one. 
"Making  and  keeping  good  friends" 
was  the  second  and  third  priority 
in  two  groups  of  women  and  "be- 
ing close  to  God"  was  selected  as 
the  third  choice  by  older  men  in 
Richmond. 

Whites  also  seemed  to  see  all  as- 
pects of  life  relating  back  to  a  single 
priority,  but  there  was  no  clear,  con- 
sistent value  like  the  importance  of 
God  that  black  and  Hispanic  par- 
ticipants reported.  Whites  noted: 

"If  I'm  not  happy  with  my 
life,  I'm  not  going  to  be  happy 
with  anything  that  goes  on." 

"I  value  being  healthy,  be- 
cause everything  else  falls  in 
line  when  you're  healthy." 

"My  family  is  everything  to 
me.  If  I  don't  have  my  fam- 
ily, I  can't  be  happy." 


HOW  DO  FOCUS  GROUP 
PARTICIPANTS  VIEW 
HEALTH  AND  SICKNESS? 

To  gain  more  insight  into  what 
the  participants  meant  by  "being 
healthy,"  the  meaning  of  "health" 
and  "sickness"  were  discussed 
with  focus  group  participants. 

THE  MEANING  OF  HEALTH 

Among  all  the  focus  group  partici- 
pants, the  meaning  of  health  was 
remarkably  similar,  with  two  com- 
mon themes. 

•  Health  incorporated  both 
mental  and  physical  and,  for 
some,  spiritual  health. 

•  Good  health  was  linked  to 
the  individual's  ability  to 
fulfill  his  or  her  role  in  life, 
"to  function,"  and  not  to  be 
a  "burden." 


For  example,  the  participants  stated 
"health"  meant  not  having  to  en- 
dure pain  or  spend  time  and  money 
on  doctors.  It  meant  having  a  sound 
mind  and  being  able  to  function 
without  help. 

"Healthy  is  being  well  in 
mind,  body,  and  spirit." 

"Being  healthy  means  to  do 
things  at  work,  with  your 
family  and  friends.  Being 
able  to  do  the  things  you 
want  to  do." 

One  group  of  younger  black  men 
used  mechanical  analogies  when 
talking  about  health.  They  referred 
to  a  healthy  body  as  "a  well-oiled 
machine,"  "like  a  car,"  and  as  able 
to  "function  100  percent." 

Many  participants  cited  examples 
of  people  who  had  a  disease  or  a 
chronic  condition,  but  who  were 
still  "healthy." 


"Y ou  can  have  a  disease  and 
still  be  healthy.  My  mother 
has  multiple  sclerosis ...  she's 
not  in  a  wheelchair  right  now 
...  but  she  still  has  a  healthy 
attitude  toward  life  and  to- 
ward her  family.  Some  people 
wouldn't  consider  her  healthy, 
but  she  is  because  of  her  atti- 
tude." 

Being  healthy  was  seen  as  impor- 
tant in  order  to  carry  out  one's  role 
in  life,  to  work,  take  care  of  the 
family,  or  simply  enjoy  life.  Men's 
responses  often  focused  on  being 
able  to  work  and  women's  often  on 
the  need  to  take  care  of  children. 
Many  acknowledged  that  as  one 
gets  older,  health  becomes  more  of 
a  concern. 

In  the  view  of  the  focus  group  par- 
ticipants, the  issues  of  concern  to 
this  project  (diet,  exercise,  and 
weight  control)  were  not  included 
in  their  definition  of  health.  For 
example,  several  obviously  over- 
weight participants  proudly  noted 
that  their  doctors  had  given  them  a 
"clean  bill  of  health."  If  they  felt 
okay  and  their  physicians  did  not 
advise  mem  that  their  weight  could 
be  a  problem,  their  minds  were  put 
at  ease  about  their  health.  Another 
stated, 

Tm  healthy,  but  I'm  not 
physically  fit.  Is  that  a  contra- 
diction?" 

THE  MEANING  OF  SICKNESS 

For  focus  group  participants,  sick- 
ness usually  meant  not  being  able 
to  function  and,  for  some,  being 
dependent  on  others. 

"What  I  think  about  is  not 
being  able  to  go  to  work, 
that's  what  I  think  of  being 
sick." 

"I  would  feel  twice  as  bad 
(being  sick)  because  I  feel  that 
my  children  need  me  and  my 
husband  needs  me." 


"Being  sick  means  not  being 
able  to  do  for  yourself." 

For  the  majority  of  Hispanics,  with 
the  exception  of  younger  Cuban 
American  women,  sick  also  included 
the  feeling  of  sadness  or  unhappi- 
ness. 

"Being  unhappy,  suffering... 
your  life  is  restricted  in  every 
manner...having  the  desperation 
of  knowing  you  can't  do  things." 

Some  participants,  mostly  men,  in- 
cluded conditions  such  as  alcohol 
or  drug  addiction  in  their  definition 
of  sickness. 

There  was  a  notable  absence  of  any 
discussion  of  symptoms  in  defining 
ill  health.  Fulfilling  roles  was  clearly 
more  important  for  this  audience. 

THE  LINK  OF  HEALTH 
BEHAVIOR  TO  SICKNESS 
AND  DISEASE 

Participants  were  then  asked, 
"How  come  people  get  sick?"  and 
"What  can  you  do  to  stay  healthy?" 
In  the  minds  of  these  participants, 
health  behaviors  were  not  seen  as 
ways  to  reduce  risks  for  chronic 
diseases.  Instead,  healthy  habits 
were  viewed  as  being  the  way  to 
avoid  relatively  minor  illnesses. 

HEALTH  BEHAVIOR  LINKED 
TO  SICKNESS 

Not  getting  sick  was  viewed  as 
something  people  have  some  mea- 
sure of  control  over,  but  sickness 
was  confined  to  communicable  ill- 
nesses, such  as  colds  and  flu,  or, 
among  a  few  male  participants,  to 
something  "personally  control- 
lable" like  drinking  too  much. 
Maintaining  healthy  behaviors  was 
viewed  as  the  way  not  to  get  sick 
and  to  avoid  acute  illnesses.  Eating 
right,  exercising,  getting  enough 
rest,  not  "overextending,"  getting 
fresh  air,  drinking  enough  water, 
walking,  and  stretching  were  re- 
peatedly cited  as  ways  to  stay 


healthy.  However,  only  a  few  par- 
ticipants did  these  things,  and, 
most  important,  these  actions  were 
viewed  by  participants  as  a  way  of 
avoiding  common  illnesses.  Even 
the  specifics  of  healthy  eating,  such 
as  eating  "low-fat, "eating  less  red 
meat,  and  eating  a  lot  of  carbohy- 
drates fell  into  the  general  concept 
of  avoiding  sickness.  There  was 
also  a  repeated  theme  that  healthy 
habits  helped  "keep  resistance  up" 
so  "you  wouldn't  catch  something," 
or,  among  a  few,  that  if  healthy 
habits  were  followed,  disease  would 
be  less  severe  than  in  someone  who 
did  not  take  care  of  him-  or  herself. 

DISEASE  LINKED 

TO  FATE  AND  HEREDITY 

While  participants  felt  they  could 
exert  some  measure  of  control  over 
not  becoming  sick,  they  felt  chronic 
diseases  were  outside  their  per- 
sonal control,  because  they  were 
largely  due  to  heredity  and  fate. 

"Heredity — some  people 
come  into  the  world  with 
diabetes  already." 

"One  can  maintain  them- 
selves, stay  healthy  all  their 
lives,  but  if  you're  going  to 
get  a  disease,  it's  inevitable." 

"Like  diabetes  is  a  disease, 
but  it's  inherited — it's  generic. 
I  think  'disease'  is  something 
you  have  no  control  over,  like 
cancer  is  another  example." 

"Keeping  myself  healthy  is 
something  I  can  do;  keeping 
myself  free  of  diseases  isn't 
always  something  I  can  con- 
trol." 

"I  think  a  lot  of  disease  you 
inherit  like  diabetes.  I  don't 
think  it  matters  (what  you  do) 
unless  they've  changed  it, 
you're  going  to  get  it." 

"One  you  have  control  over 
(staying  healthy);  the  other 
one  you  do  not  (getting  dis- 
eases)." 


HEALTH  BEHAVIORS 
NOT  LINKED  TO  DISEASE 
PREVENTION 

While  the  focus  group  participants 
were  correct  to  perceive  that  all 
disease  is  not  preventable,  they  did 
not  accept  the  potential  role  that 
diet  and  exercise  can  have  in  risk 
reduction,  since  the  acquisition  of 
chronic  diseases  is  viewed  as 
largely  beyond  personal  control. 

"If  you're  going  to  inherit  it 
(disease)  from  your  parents,  it 
doesn't  make  any  difference 
what  you  eat.  That's  true." 

"We  can  take  care  of  our- 
selves by  exercising,  eating 
well,  taking  vitamins  and  we 
may  not  know  what  illnesses 
run  in  the  family.  So  we  can 
do  all  the  right  things  but 
there  are  illnesses  that  we 
can't  control  just  by  eating  the 
right  foods  and  taking  care  of 
ourselves." 

Most  focus  group  participants  did 
not  perceive  a  broad  association 
between  healthy  lifestyle  habits  and 
measures  of  health  status  or  man- 
agement of  chronic  conditions.  A 
link  between  weight  control  and 
diabetes  and  hypertension  by  some 
participants  is  discussed  later  in 
this  chapter. 

Only  one  participant,  an  older  white 
woman  from  San  Jose,  understood 
the  role  of  behavioral  risk  factors  in 
preventing  chronic  diseases. 

"If  you  know  your  family  has 
a  history  of  heart  disease, 
then  you  have  the  opportu- 
nity to  maybe  control  your 
life  by  not  eating  fatty  foods." 

CONCEPT  TEST  REVEALS 
BELIEFS  JUXTAPOSED 
TO  THE  FACTS 

In  four  focus  groups  in  Richmond, 
two  groups  of  white  men  and  two 
groups  of  black  women  were 
shown  an  informational  "concept" 


that  stated  the  link  of  behavior  and 
chronic  disease.  Hand-outs  were 
distributed  that  said:  'To  reduce 
your  chances  of  getting  heart  dis- 
ease, you  can  exercise;  eat  a  low-fat, 
high-fiber  diet;  not  smoke;  and 
maintain  ideal  weight."  The  same 
behaviors  were  repeated  as  a  way 
to  reduce  chances  of  getting  cancer, 
stroke,  and  diabetes. 

The  consistent  response  from  par- 
ticipants was  that  the  information 
conveyed  was  familiar,  "old  news" 
—  even  when  they  had  not  raised 
such  relationships  before  in  the 
group  discussion.  Even  though 
they  professed  the  knowledge,  it 
was  not  being  reconciled  with  the 
strongly  held  belief  that  disease  is 
largely  outside  personal  control. 
The  straight  informational  ap- 
proach that  was  tested  appeared  to 
allow  the  juxtaposition  of  beliefs 
and  facts,  without  raising  any  ap- 
parent internal  contradictions  for 
participants. 

IMPLICATIONS 
FOR  HEALTH 
COMMUNICATION 
PROGRAMS 

The  focus  group  discussions  re- 
garding perceptions  of  health 
yielded  particularly  rich  findings 
and  insights  into  how  health  and 
health  behaviors  are  viewed  by 
lower  SES  groups.  These  findings 
have  important  implications  for  the 
effective  communication  of  health 
information  to  this  audience. 

Although  this  audience  has  often 
been  described  as  fatalistic  concern- 
ing health,  the  strength  of  the  belief 
that  disease  is  hereditary  was  strik- 
ing in  these  focus  groups.  This  belief 
in  the  inevitability  of  disease  can 
clearly  stand  in  the  way  of  fully 
grasping  health  promotion  infor- 
mation and  may  well  be  a  partial 
explanation  for  more  limited  adop- 
tion of  healthy  habits  among  this 
aud  ience.  If  one  does  not  truly  be- 
lieve that  he  or  she  has  any  control 


over  health,  messages  assuming 
that  belief  are  not  likely  to  be  un- 
derstood, viewed  as  personally 
relevant,  or  acted  upon.  In  concept 
testing,  information  showing  the 
link  of  behavior  and  chronic  dis- 
ease appeared  familiar,  but  was  not 
powerful  enough  to  penetrate  the 
perception  that  disease  is  largely 
outside  personal  control. 

To  date,  health  communication 
programs  have  not  confronted  this 
point  specifically.  But  since  it  ap- 
pears to  be  so  widely  held,  it  is 
important  to  do  so.  One  point  that 
could  be  developed  and  tested  in 
future  communication  programs 
would  be  to  acknowledge  a  strong 
role  for  family  history  in  the  onset 
of  disease  and  show  how  behaviors 
can  help  make  the  best  of  one's 
health  inheritance.  A  link  to  family 
could  be  further  made  by  appeal- 
ing to  parents  to  adopt  healthy 
habits  to  "improve  your  children's 
health  inheritance,"  recognizing  the 
social,  as  well  as  biological,  influ- 
ence that  families  have  on  health. 

A  second  important  finding  with 
implications  for  health  messages  is 
the  clear  priority  that  blacks  and 
Hispanics  place  on  being  close  to 
God.  This  finding  was  one  of  the 
few  clear  and  consistent  differences 
from  whites  that  became  evident  in 
the  focus  groups.  The  belief  and 
reliance  on  God  as  the  source  for  all 
things  may  be  one  reason  for  the 
view  that  disease  is  not  something 
"you  can  do  much  about."  This 
view  certainly  warrants  examina- 
tion as  an  important  factor  in  the 
communication  of  health  informa- 
tion to  blacks  and  Hispanics.  Incor- 
porating these  concepts  in  health 
communication  messages  would 
need  to  be  done  with  great  sensitiv- 
ity and  respect  for  personal  reli- 
gious beliefs. 

It  has  also  been  stated  many  times 
that  the  hard  to  reach  postpone 
treatment  of  conditions  until  illness 
is  very  severe.  Lack  of  access  to 


health  care  is  most  often  cited  as  the 
reason  for  this.  It  is  also  possible 
that  some  in  this  audience  do  not 
perceive  the  need  for  health  care 
until  they  are  unable  to  fulfill  their 
roles  at  work  or  in  the  family.  The 
feeling  predominates  that  if  a  threat 
is  not  seen  or  felt,  it  does  not  exist. 
To  overcome  this  feeling,  health 
communication  programs  may 
need  to  incorporate  information 
about  the  effect  of  practices  on  the 
body  now,  and  how  the  threat  to 
health  can  increase  over  time.  Pro- 
grams also  need  to  address  the  pres- 
ence of  disease  despite  the  absence 
of  symptoms  and  the  importance  of 
detecting  problems  before  they 
have  a  chance  to  develop. 

DIET 

To  gather  information  about  the 
dietary  and  physical  activity  pat- 
terns of  focus  group  participants, 
each  person  was  asked  to  describe  a 
"typical  day"  with  an  emphasis  on 
the  habits  being  examined.  For 
dietary  habits,  this  also  provided  an 
opportunity  to  learn  about  the  con- 
text of  eating,  how  food  choices  are 
made,  and  how  participants  feel 
about  the  role  of  foods  in  their  lives. 
It  is  clear  that,  among  these  partici- 
pants, convenience  is  one  major 
consideration  in  selecting  foods  and 
that  traditional  eating  habits  have 
been  supplanted  by  snacking  and 
grabbing  foods. 

EATING  HABITS 

In  the  24  focus  groups,  eating  three 
balanced  meals  a  day  was  clearly 
not  the  norm  among  participants. 
Only  a  handful  of  the  202  focus 
group  respondents  still  prepared  or 
ate  three  meals  a  day.  The  "cook" 
was  the  person  responsible  for 
feeding  the  family,  but  often  did 
little  cooking.  For  example,  many 
cooks  commented  that  they  might 
pick  up  fast  food  on  the  way  home 
from  work  for  the  children,  then 
later  microwave  frozen  dinners  for 
themselves  and  their  husbands. 


Across  the  country,  respondents 
tended  to  eat  similar  foods  and  eat 
in  similar  patterns.  Typical  eating 
patterns  are  described  below. 

"SKIPPING  BREAKFAST" 

When  asked  what  they  ate  on  a 
typical  day,  a  number  of  focus 
group  respondents  said,  "I  skip 
breakfast,"  but  actually  meant  that 
they  do  not  sit  down  at  home  and 
eat  a  formal  breakfast.  Many  pick 
up  fast  food  or  eat  a  doughnut  and 
coffee  at  work. 

"I  don't  have  time  to  eat 
breakfast  at  all.  When  I  get 
up,  I've  got  to  just  about  start 
running  out  the  door — so  I 
might  catch  some  coffee  and  a 
doughnut  off  the  coffee  truck 
at  work." 

"I  eat  breakfast  in  spells — it 
depends  on  my  other  half.  If 
she  gets  up  and  goes  to  work 
at  5  a.m.,  I  miss  breakfast." 

"I  rush  every  morning  trying 
to  get  myself  and  everybody 
off  to  work,  so  I  stop  at 
Dunkin'  Donuts  and  have  a 
doughnut  every  morning 
during  the  week." 

"I  try  to  eat  something  choco- 
late to  get  motivated,  because 
I  like  that  sugar  rush...  any- 
thing that  gets  me  going,  like 
coffee  along  with  a  candy 
bar." 

"Sometimes  my  son  and  I 
decide  we  want  ice  cream  for 
breakfast.  I  put  vanilla  ex- 
tract and  sugar  over  ice 
cream.  It's  good  and  gooey. 
He  doesn't  like  to  eat  break- 
fast, but  hell  eat  this." 

"I  get  up  every  morning 
about  6:30  and  stop  at  a  res- 
taurant on  the  way  to  work 
and  get  pop,  cookies,  dough- 
nuts, whatever... eat  junk  from 
7:30  in  the  morning  till  noon, 
then  I  have  lunch." 


LUNCH,  JUNK,  AND 
FAST  FOODS 

Among  all  participants,  sandwiches 
were  the  lunch  of  choice  with 
doughnuts  as  a  popular  lunch 
favorite  for  respondents  in  four 
focus  groups. 

All  of  the  25-  to  44-year-old  groups, 
with  the  exception  of  younger 
Mexican  American  males  in  San 
Jose,  reported  a  love  of  what  they 
called  junk  food. 

"I  like  a  lot  of  junk  foods,  for 
example,  potato  chips, 
M&M's,  I  like  all  that  stuff... 
for  lunch  I  eat  a  pastry." 

"I  like  to  get  street  food  at 
lunch  time,  a  sub  or  some- 
thing." 

"I  like  pizza  for  lunch,  with 
maybe  a  milk  shake,  large 
fries,  and  a  couple  of  other 
snacks." 

A  few  of  the  participants  talked 
about  how  eating  patterns  today 
differ  from  those  in  the  past  and 
were  aware  that  very  different 
types  of  foods  are  now  frequently 
consumed.  An  older  black  woman 
commented: 

"But  the  trouble  with  things 
today,  we  want  to  go  to 
McDonald's,  we  want  to  go  to 
White  Castle,  we  don't  know 
what  it  is  to  put  on  a  pot  of 
beans,  we  don't  know  what  it 
is  to  put  on  a  pot  of  greens." 

SNACKING  AND 
GRABBING  FOOD 

In  the  focus  groups,  snacking  and 
grabbing  food  were  reported  often, 
and  meals  were  frequently  skipped. 
These  irregular  patterns  were  re- 
ported among  respondents  of  all 
ages  and  races. 

"A  lot  of  times  I  don't  even 
eat  supper.  I  work  the  swing 
shift  and  don't  require  too 


much  sleep.  Four  hours  is 
good  for  me,  so  I  get  up  early 
in  the  morning,  5  o'clock  or  so. 
First  thing  I  do  is  take  a 
shower,  then  go  tinker  with 
something  until  I  feel  an  appe- 
tite coming  on. . .  whenever  it 
does." 

"I  don't  have  a  schedule.  My 
job  is  somewhat  on-call  in  that  I 
have  no  scheduled  hours.  It 
varies.  I  just  eat  whenever." 

"When  we  crave  something 
in  the  middle  of  the  night,  I'll 
get  up  and  fix  something, 
pastry  or  a  cherry  pie." 

EATING  ON  WEEKENDS 

According  to  focus  group  partici- 
pants, weekends  bring  changes  in 
eating  habits,  but  the  types  of 
changes  vary  widely.  Many  respon- 
dents reported  eating  more  on  week- 
ends or  eating  more  balanced  meals 
on  weekends.  Though  some,  often 
because  of  work  schedules,  reported 
no  changes.  Many  participants  re- 
ported eating  bigger,  sit-down  break- 
fasts on  the  weekends,  eating  out 
with  family  and  friends  or,  among 
blacks  and  Hispanics,  eating  Sunday 
dinner  with  relatives. 

"I  tend  to  eat  more  on  the 
weekends.  After  payday,  you 
can  afford  it.  I  grill  everything, 
cook  outside,  you  really  don't 
have  a  schedule  so  you  can 
do  that." 

"Every  day  seems  the  same  to 
me  because  of  my  work 
schedule — Thursdays  are  just 
like  Saturdays,  it  doesn't 
matter." 

"My  Sunday  morning  is  dif- 
ferent. I  make  the  8  o'clock 
church  service  and  then  come 
home  and  make 
breakfast.. .we  have  time  to 
cook  then.  We  have  sausage 
and  eggs  and  potatoes." 

"On  the  weekends,  we  have  a 
big  breakfast.  We  have  bacon 
and  eggs  and  hashbrowns 


and  toast,  which  I  don't  have 
time  to  cook  during  the  week." 

"On  Sunday  you  better  be- 
lieve it,  when  I  leave  church, 
which  is  not  too  far  from  my 
mother's  house,  I  always  go 
by  and  say  hello  to  her  on 
Sunday  at  least... you  always 
go  visiting  on  Sunday,  you 
always  got  a  mama,  an  aunt, 
or  somebody." 

SOME  BLACKS  SAW 
DIFFERENCES 

When  asked,  some  blacks  felt  eat- 
ing has  a  different  meaning  for 
whites  and  plays  a  different  role  in 
white  society  than  in  black  society. 
A  young  black  woman  com- 
mented: 

"We  [blacks]  want  to  get  full. 
They  [whites]  eat  because 
they  need  nutrition;  we  eat 
because  we  want  to  eat." 

MANY  REPORTED 
BEING  CONFUSED 
ABOUT  NUTRITION 

Many  participants  in  the  focus 
groups  were  confused  or  "turned 
off"  by  the  array  of  dietary  advice 
available  to  them.  Several  men 
summed  up  the  apparent  conflict- 
ing dietary  advice: 

"I  think  it's  a  bunch  of 
malarkey." 

"Come  on,  man,  they  can't 
make  up  their  minds  what's 
right." 

"You  see  a  medical  article  in 
the  paper  and  six  months 
later  it's  denied." 

COMMERCIALS  ADD 
TO  CONFUSION 

Participants  often  referred  to  televi- 
sion commercials  and  advertising 
as  sources  of  information  about 
nutrition,  exercise,  and  health. 

"It  seems  to  me  you  can't  turn 
on  the  TV  without  seeing  one 
of  those  commercials — that  2- 
hour  Soloflex  commercial  and 


commercials  about  fiber, 
fiber,  fiber." 

"Everywhere  you  go  com- 
mercials and  everywhere  you 
look." 

"They  say  they  want  you  to 
be  healthy  and  work  out. 
They  want  you  to  use 
Gatorade  and  when  you 
work  out  they  want  you  to 
use  'this.'  So  it's  always  take 
our  product  and  work  out." 

MISCONCEPTIONS  PERSIST 

In  the  focus  groups,  participants 
expressed  familiarity  with  "buzz 
words"  and  dietary  "how  tos,"  but 
frequently  did  not  quite  "grasp  the 
correct  concept."  Examples  of 
misconceptions  abounded. 

"Cholesterol  is  basically  the 
same  as  fat." 

"I  skin  my  fish." 

"If  a  person  dies  at  55,  they 
have  something  like  5  pounds 
of  undigested  meat  in  their 

system." 

The  news  about  low  density  li- 
poproteins (LDL)  and  high  density 
lipoproteins  (HDL)  was  a  particu- 
lar source  of  confusion  for  some 
who  mistakenly  thought  "good" 
and  "bad"  cholesterol  are  found  in 
foods. 

"The  same  thing  with  choles- 
terol and  how  they  are  saying 
low  cholesterol  can  cause  a 
heart  attack.  So  to  balance 
out  what  we  have  been  told 
about  cholesterol,  we  need  to 
know  that  there  are  two  kinds 
of  cholesterol.  We  have  been 
led  to  the  slaughter." 

Referring  to  food,  participants 
noted: 

"There's  two  kinds  of  choles- 
terol. It  depends  on  which 
kind." 

"There  are  foods  that  can 
counteract  your  cholesterol 
foods." 


CONCEPT  TESTS 
REVEAL  PREFERENCE 
FOR  A  POSITIVE 
APPROACH 

In  four  focus  groups  in  Richmond, 
Virginia,  white  men  and  black 
women  were  asked  questions  that 
would  lead  to  the  development  of 
educational  materials  and  were 
presented  with  rough  design  con- 
cepts of  ways  to  present  informa- 
tion on  changing  dietary  habits. 
The  concepts  were  developed  for 
the  project,  based  on  current  di- 
etary recommendations,  and  did 
not  represent  a  diet  supported  by 
any  particular  agency  or  organiza- 
tion. 

First,  these  groups  were  asked  what 
they  should  eat  on  a  daily  basis  to 
consume  a  healthy  diet.  Responses 
were  vague.  When  probed  for  how 
many  servings  or  what  types  of 
foods  to  eat,  virtually  all  participants 
spoke  in  terms  of  the  four  food 
groups.  Although  this  concept  is 
viewed  by  many  nutritionists  as 
outmoded  for  explaining  current 
dietary  recommendations,  it  was 
the  only  framework  available  to 
these  focus  group  participants. 

Next,  participants  were  shown  two 
different  approaches  to  conveying 
nutrition  information. 

•  The  New  American  Diet 
showed  a  variety  of  foods  in 
the  approximate  proportion 
that  is  recommended  and 
was  described  as  follows: 
"The  New  American  Diet  is 
low  fat,  high  fiber.  Every 
day  eat  5  or  6-1/2  cup 
servings  of  fruit  and  veg- 
etables; 6  or  more  servings 
of  breads,  cereals,  and  le- 
gumes; about  6  oz.  of  pro- 
tein for  a  150  lb.  person;  and 
low  fat  dairy  products  for 
calcium."  Figure  3  illus- 
trates the  New  American 
Diet. 


•  A  chart  showing  pictures  of 
healthy  main  dishes,  snacks, 
beverages  on  one  side  and 
their  unhealthy  counterparts 
on  the  other  crossed  out 
with  the  international  NO 
symbol.  The  chart  contained 
no  words,  but  relied  on 
pictures  and  the  symbol  to 
convey  the  information. 
(See  figure  4.) 

Virtually  all  participants  preferred 
the  New  American  Diet  concept 
saying  that  it  shows  what  foods  to 
eat,  makes  clear  the  approximate 
quantity  of  what  should  be  eaten, 
and  associates  what  they  saw  to 
what  they  are  currently  eating. 
They  found  it  more  informative 
and  compelling  than  the  other 
concept. 

"I'm  not  the  new  American." 

"Tells  me  I'm  not  getting 
enough  fiber,  getting  too 
much  protein." 

"Tells  us  most  of  us  are  not 
eating  a  well  rounded  diet." 

"It  tells  me  I  don't  eat  enough 
vegetables  right  now." 

"I  eat  about  three  of  those 
things  once  a  week." 

Black  women  found  the  informa- 
tion presented  in  the  New  Ameri- 
can Diet  believable,  felt  it  was  achiev- 
able, and  affordable. 

"It  looks  like  we  should  be 
able  to  afford  to  eat  like  mat." 

White  men  found  the  information 
believable,  but  felt  they  might  have 
trouble  following  such  a  diet  be- 
cause of  their  food  preferences  or 
readily  available  food  choices. 

"Eight  (sic)  ounces  of  protein, 
I  eat  more  than  that  at  a  single 
sitting." 

"I  don't  think  I  could  do  it.  I 
like  gravies  and  beef  stews." 


"Occupation  has  a  lot  to  do 
with  it.  You  may  not  be  able 
to  go  to  a  certain  place  to  get  a 
specific  type  of  meal." 

"I  think  it  would  be  easier  for 
the  75  percent  who  eat  in  than 
people  who  eat  out.  Your 
basic  restaurant,  their  meals 
just  don't  cater  to  that." 

Comments  on  the  "Yes/No"  chart 
were  of  a  different  tone,  more  fo- 
cused on  what  not  to  eat  than  how 
to  eat  in  a  healthier  fashion.  This 
chart  seemed  to  make  some  feel 
guilty  about  eating  habits  or  feel 
the  message  was  directed  at  some- 
one other  than  themselves. 

"The  message  is  you're  a 
glutton  if  you  eat  all  that." 

"It's  poor  eating  if  you  eat  it 
(the  foods  on  the  'no'  side)." 

"Stay  away  from  fried  foods 
and  greasy  snacks.  Stay  away 
from  alcohol  and  caffeine.  All 
the  things  everybody  likes." 

"If  it's  good,  you  can't  eat  it." 

"That's  (the  'yes'  side)  for  a 
100  percent  health  nut." 

"My  only  thing  on  there  is 
my  down  fall,  right  over  there 
in  that  corner  (indicating 
soda).  Pepsi  Cola,  I  drink 
them  every  day." 

The  white  men  also  commented 
again  on  the  easy  accessibility  of 
the  foods  that  were  crossed  out 
with  the  international  NO  symbol. 

"The  things  on  this  (the  'no') 
side  are  a  whole  lot  more 
accessible.  Most  of  the  time 
you  can  find  them  in  any  7- 
Eleven  store." 

Compared  to  the  response  for  the 
New  American  Diet,  this  message 
was  perceived  in  a  more  negative 
fashion  and  was  dismissed  by  some 
as  not  personally  relevant. 


Figure  3.  "The  New  American  Diet"  Graphics  Concept 


THE  NEW  AMERICAN  DIET  IS  LOW  FAT  AND  HIGH  FIBER. 

EVERY  DAY  EAT: 


6  or  more  servings  of 
whole  grain  breads 
and  cereals 


5-6  servings  of  fruits 
and  vegetables 


only  about  6  ounces 

of  protein  for  a 
150-pound  person 


low-fat  dairy 
products  for  calcium 


Figure  4.  "Yes/No"  Graphics  Concept 


IMPLICATIONS 
FOR  HEALTH 
COMMUNICATION 
PROGRAMS 

It  is  clear  from  the  focus  group 
discussions  that  although  there  was 
familiarity  with  the  latest  dietary 
"buzz  words,"  i.e.  oat  bran,  good 
and  bad  cholesterol,  participants 
were  not  familiar  with  the  full 
scope  of  current  dietary  recommen- 
dations. They  were  not  able  to 
articulate  what  one  should  eat  for  a 
healthy  diet.  Some  were  turned  off 
at  what  they  perceive  as  years  of 
conflicting  advice  about  what  is 
healthy  to  eat. 

The  focus  group  findings  provide 
two  types  of  direction  regarding 
dietary  messages.  First,  the  groups 
provide  excellent  guidance  that 
could  be  used  to  update  and  en- 
hance existing  programs  so  educa- 
tional materials  respond  more  spe- 
cifically with  the  eating  patterns 
and  habits  of  this  audience.  In 
order  to  encourage  "small  changes" 
toward  a  lower  fat,  higher  fiber 
diet,  useful  educational  items  in- 
clude: 

•  tips  on  making  healthier 
food  choices  at  convenience 
stores  —  these  tips  could  be 
particularly  relevant  for 
blue-collar  workers  who  eat 
one  or  two  meals  a  day  from 
convenience  stores  or  lunch 
wagons. 

•  promote  lower  fat  choices 
that  focus  on  foods  popular 
with  this  population  — 
instead  of  citing  yogurt  as  a 
substitute  for  sour  cream, 
focus  on  lower  fat  alterna- 
tives to  doughnuts,  pizza, 
Mexican  food,  and  sand- 
wiches. 

•  promote  the  wisest  selec- 
tions among  fast  foods  — 
specify  the  lowest  fat 
burgers  and  sandwiches  or 
ways  to  reduce  fat,  such  as 
scraping  off  sauce  or  may- 


onnaise that  comes  on  many 
fast  food  sandwiches. 

•  promote  the  wisest  choices 
among  frozen  and  conve- 
nience foods  purchased  at 
the  supermarket. 

Second,  and  perhaps  more  impor- 
tant, a  more  comprehensive  ap- 
proach was  suggested  from  the 
concept  testing  of  the  "New  Ameri- 
can Diet."  The  favorable,  insightful 
reactions  of  participants  made  it 
apparent  that  perhaps  the  most 
beneficial,  informative  approach  is 
one  that  "pulls  everything  to- 
gether" and  provides  a  sound  con- 
ceptual framework  for  a  healthy 
diet.  When  presented  with  the 
"whole  picture,"  focus  group  par- 
ticipants appeared  better  able  to 
personalize  the  information  and 
grasp  the  relative  proportions  of 
types  of  foods  to  eat  than  when 
given  an  approach  emphasizing 
foods  to  avoid.  While  men  per- 
ceived it  would  be  hard  to  follow, 
"the  whole  picture"  concept  did 
appear  to  overcome  the  belief,  dis- 
cussed later,  that  a  healthy  diet  is 
too  expensive  for  the  audience. 

PHYSICAL  ACTIVITY 
AND  EXERCISE 

As  with  dietary  habits,  information 
on  activity  patterns  was  gathered  in 
the  context  of  what  participants  do 
on  a  "typical  day."  Like  much  of 
the  U.S.  population,  the  focus  group 
participants  were  largely  sedentary 
during  leisure  time  and  saw  little 
association  between  exercise  and 
health  status.  They  also  had  many 
questions  concerning  the  types  and 
levels  of  activity  that  would  be 
beneficial  for  them. 

PHYSICAL  ACTIVITY 
PATTERNS 

Focus  group  members  reported 
participating  in  a  variety  of  activi- 
ties in  their  spare  time,  most  of 
them  sedentary.  For  example, 
reading,  visiting  with  friends,  and 


watching  television  were  popular 
pastimes.  In  general,  being  physi- 
cally active  was  associated  with 
daily  activities  or  an  active  lifestyle, 
job  demands,  or  participating  in 
favorite  sports.  Only  a  handful 
participated  in  planned  physical 
activities  with  the  goal  of  getting  in 
shape.  Participants  seemed  very 
satisfied  with  their  activity  patterns 
and  many  participants  believed 
they  get  adequate  exercise  through 
day-to-day  activity,  such  as  house- 
work, home  repairs,  and  playing 
with  children. 

"I  don't  sit  down  very  much. 
I  carry  the  laundry  to  and 
from  the  house,  or  I  walk 
around  the  house  carrying 
the  kids.  I  just  don't  sit." 

Overall,  more  men  than  women  felt 
they  get  adequate  physical  activity 
from  the  physical  demands  of  their 
jobs.  However,  some  women  were 
occupationally  active  too. 

"I  probably  get  most  of  my 
exercise  from  my  job,  because 
I  do  a  lot  of  sheetrock  work 
along  with  painting,  and 
that's  really  physical." 

"I  put  about  5  or  6  miles  a  day 
on  the  job  just  walking. 
Bending  and  walking,  and  a 
lot  of  lifting,  rolling  5  or  6 
hundred  barrels.  It's  heavy.  I 
don't  need  exercise.  I  get 
enough." 

"I  clean  and  take  care  of 
people  as  an  LPN,  so  most  of 
my  day  is  spent  standing  up." 

"I  work  making  cookies  and 
from  where  I  make  them  to 
where  I  have  to  take  them,  I 
have  to  walk  a  lot.  So  I  spend 
my  8-hour  day  walking." 

A  few  blacks  perceived  whites  to 
be  less  active  on  the  job. 

"The  average  white  doesn't 
do  anything  but  sit  at  a  desk 
all  day  while  you  go  out  and 
do  physical  work  which  is 
good  for  the  body." 


Black  and  Puerto  Rican  men  of  all 
ages  in  the  focus  groups  were  more 
likely  than  other  respondents  to 
participate  in  active  sports. 

"My  hobbies  are  strictly  ath- 
letics, playing  basketball  with 
the  fellas." 

"I  like  to  lift  weights  for 
physical  activities." 

"I  love  basketball,  and  all 
kinds  of  sports.  I  get  in- 
volved in  touch  football  too, 
but  basketball  is  my  number 
one  sport." 

Some  reported  "slowing  down" 
with  age. 

"A  few  years  ago  I  played 
basketball,  but  I  stopped  as 
the  ball  got  faster  and  I  got 
slower." 

GEOGRAPHICAL  INFLUENCES 

Among  focus  group  participants, 
the  region  of  the  country  in  which 
they  live  appeared  to  have  an  im- 
portant influence  on  how  active 
people  are.  Participants  in  Califor- 
nia, Texas,  and  Florida  reported 
more  physical  activity,  both 
planned  and  incidental,  than  did 
their  counterparts  in  Illinois,  Vir- 
ginia, or  Maryland.  The  "outdoor" 
lifestyle  and  warmer  climates 
yielded  these  comments: 

"I  work  in  my  garden,  I  go 
horseback  riding,  we  go 
dancing  and  to  the  beach." 

"I  go  to  the  park  a  lot  and 
play  ball.  I  also  attend  to  my 
yard  and  help  friends  with 
theirs." 

"I  play  volleyball  about  once 
a  week.  Plus  I  ride  my  bike  in 
the  afternoons  and  sometimes 
in  the  evenings,  too." 

A  change  in  geography,  and  con- 
sequently in  lifestyle,  led  several 
older  Cuban  women  to  note  that 
when  they  were  in  Cuba,  they  got 
much  more  exercise  from  walking 
than  they  do  in  the  United  States. 


"When  I  came  to  the  United 
States  I  gained  a  lot  of  weight, 
because  in  Cuba,  people  walk 
a  lot.  No  one  has  cars.  I 
walked  about  200  blocks 
daily." 

VIEWS  ABOUT  EXERCISE 

Focus  group  participants  described 
physical  activity  in  connection  with 
work,  daily  chores,  and  leisure 
activities.  However,  exercise  was 
seen  as  something  different.  Exer- 
cise conjured  up  images  of  calis- 
thenics, health  clubs,  gyms,  exercise 
equipment,  and  sweat.  In  the  minds 
of  some  participants,  exercise  was 
viewed  as  an  exclusive  and  time- 
consuming  activity.  This  view, 
compounded  with  the  perception 
that  the  benefits  of  exercise  are  pri- 
marily cosmetic,  led  some  women 
to  say  that  it  is  out  of  their  reach 
because  it  would  take  time  away 
from  family  responsibilities. 

Many  were  confused  about  the 
amounts  and  types  of  activity  that 
can  provide  benefits.  For  example, 
how  much  walking  was  needed 
"to  be  good  for  you"  was  fre- 
quently asked. 

Participants  in  the  focus  groups  did 
not  link  exercise  or  activity  with  the 
prevention  of  chronic  diseases. 
Some  appeared  to  understand  the 
relation  of  inactivity  to  weight  gain, 
including  one  woman  who  reported 
gaining  14  pounds  while  spending 
a  1-week  vacation  at  home  eating 
and  watching  soap  operas. 

CONCEPT  TEST  REVEALS 
MIXED  FEELINGS  ABOUT 
BENEFITS  OF  EXERCISE 

Participants  in  four  focus  groups 
were  shown  a  list  of  ten  statements 
about  exercise  and  were  asked  to 
indicate  the  two  that  best  fit  them 
personally  (figure  5).  In  all  four 
groups,  which  included  black  wo- 
men and  white  men,  the  partici- 
pants selected: 

•  Exercise  makes  me 
feel  better. 


•  Exercise  makes  me 
look  good. 

•  Exercise  is  boring. 

Participants  had  very  mixed  reac- 
tions to  the  subject  of  exercise,  re- 
flecting a  range  of  beliefs  and 
habits. 

"Exercise  is  boring,  and  I 
don't  have  time  to  exercise 
even  if  it  wasn't  boring." 

"I  do  walk  quite  a  bit  and 
when  I  walk,  I  feel  better." 

"You  didn't  have  in  here 
[among  the  list  of  statements] 
a  lack  of  motivation." 

IMPLICATIONS 
FOR  HEALTH 
COMMUNICATION 
PROGRAMS 

Participants  perceived  the  general 
idea  that  exercise  was  "good  for 
you,"  but  had  minimal  understand- 
ing of  what  or  how  much  to  do. 
They  indicated  they  would  like  to 
know  what  exercises  were  safe  and 
"for  them."  They  wanted  to  know 
which  exercises  build  strength  and 
how  to  warm  up  and  cool  down 
before  and  after  an  exercise  routine. 

For  most  focus  group  members, 
exercise  was  not  seen  as  a  means  to 
reduce  risk  for  chronic  disease  or  to 
manage  chronic  health  problems. 
How  such  health  factors  could 
serve  as  a  motivator  could  not  be 
determined  and  needs  study. 

Unlike  with  diet  information,  there 
was  not  a  sense  among  participants 
of  being  overwhelmed  with  con- 
flicting advice  regarding  exercise 
and  health.  This  finding  could 
mean  that  the  audience  would  be 
receptive  to  messages  on  this 
subject. 

In  concept  testing,  participants 
cited  barriers  such  as  lack  of  peer 
and  environmental  support  but 
also  suggested  motivators  such  as 
"looking  better"  and  "feeling  bet- 


Figure  5.  Exercise  Statements 


1.  My  body  is  like  a  machine.  Exercise  keeps  it  in  tune. 

2.  .  Exercise  gives  me  the  competitive  edge. 

3.  I  do  not  like  anything  that  makes  me  sweat. 

4.  Exercise  makes  me  feel  better. 

5.  Exercise  makes  me  look  good. 

6.  Some  people  should  not  exercise. 

7.  On  the  days  I  exercise,  every  move  I  make  seems  easier. 

8.  No  diet  ever  worked  for  me  until  I  started  to  exercise. 

9.  I  do  not  have  time  to  exercise. 
10.  Exercise  is  boring. 


ter"  that  could  be  used  to  encour- 
age exercise. 

The  consensus  that  "exercise  is 
boring"  is  another  barrier  posed  by 
participants.  If  regular  physical 
activity  that  could  be  undertaken  as 
part  of  the  daily  routine  was  recom- 
mended, and  it  didn't  require  "tak- 
ing out"  time  for  a  repetitive  activ- 
ity, perhaps  exercise  would  be 
considered  less  boring. 

Acting  on  the  directions  provided 
by  the  focus  groups  requires  a  reso- 
lution about  the  types  and  amount 
of  exercise  and  activity  to  be  recom- 
mended to  the  public  as  having 
health  benefits.  As  public  education 
messages  are  developed,  several 
issues  will  need  clarification. 

•  In  which  areas  is  the  re- 
search base  firm  enough  to 
make  recommendations  to 
the  public  regarding  the 
health  benefits  of  physical 
activity? 

•  What  level  of  physical 
activity  is  most  appropriate 
to  recommend?  Can  in- 
creased activity  at  lower 
levels  of  intensity  be  encour- 
aged? Is  aerobic  activity  the 
only  acceptable  health 
message? 


•  To  whom  should  the  mes- 
sages and  programs  be 
targeted?  Although  exercise 
increases  with  education, 
participation  is  quite  low 
throughout  the  population. 
Should  information  be  tar- 
geted to  the  hard-to-reach 
population  or  to  the  general 
public? 

•  What  types  of  collateral 
activities  will  be  needed  at 
the  State  and  local  levels  to 
encourage  physical  activity? 

•  What  agencies  and  groups 
could  come  together  to  plan 
and  carry  out  ongoing  com- 
munication and  programs  to 
encourage  physical  activity? 

WEIGHT  CONTROL 

Among  focus  group  participants 
for  this  project,  at  least  half  of  the 
group  considered  themselves 
heavier  than  average,  one  quarter 
considered  themselves  about  aver- 
age weight,  and  one  quarter  con- 
sidered themselves  thinner  than 
average.  Like  many  Americans, 
their  idea  of  maintaining  body 
weight  was  tied  to  the  notion  of 
"going  on  a  diet"  to  "lose  weight." 
Participants  in  the  focus  groups 
expressed  little  specific  information 
about  the  best  way  to  lose  weight 
and  keep  it  off. 


PERCEPTIONS  ABOUT 
WEIGHT  CONTROL 
AND  HEALTH 

The  primary  health  impact  of 
weight  control  expressed  by  most 
participants  was  the  generally 
vague  perspective  that  they  felt 
better  when  they  weighed  less. 

"I'm  at  my  best  between  110 
and  112.  If  I  get  over  112,1 
begin  to  feel  sluggish  and 
heavy  and  I'm  uncomfortable." 

"When  I  lost  that  weight  I  felt 
so  much  better... I  lost  about 
40  pounds  one  time." 

"You  feel  better  and  have 
more  energy,  I  think,  if  you 
go  on  a  diet." 

"I  recently  lost  13  pounds  and 
I  feel  a  lot  better  mentally  and 
physically.  I  want  to  lose  13 
more." 

Most  participants  had  difficulty 
separately  notions  of  weight  from 
their  perception  of  health  in  gen- 
eral, that  is,  if  they  couldn't  see  or 
feel  anything  wrong,  then  they 
were  healthy. 

"It's  all  right  for  me  to  be  fat 
just  so  long  as  I  don't  smoke." 

"Nobody's  ever  told  me  that 
if  I  lost  weight,  I  would  be 
healthier,  because  there  is 
nothing  that  they  can  find  in 
any  of  my  physicals  that  says 
there  is  anything  wrong  with 
me  ...  my  doctor  says  'you 
might  feel  better  and  have 
more  energy' ...  but  I  have  all 
the  energy  I  need." 

"With  some  people,  it's  okay 
[to  be  overweight]." 

"I  have  seen  and  known  fat 
people  who  are  healthy  and 
thin  people  who  are  not 
healthy.  Seventy-five  percent 
of  it  is  heredity." 


Hispanics,  however,  did  link  weight 
control  to  diabetes,  and  several 
black  male  participants  reported 
that  weight  control  could  be  used 
to  control  high  blood  pressure. 

But,  for  the  most  part,  weight  con- 
trol was  not  linked  by  participants 
to  potential  improvements  in 
health  status  measures.  Rather  it 
appears  to  be  related  to  deeply  held 
views  about  what  constitutes  at- 
tractiveness, especially  to  the  oppo- 
site sex.  Hence,  perceptions  of  what 
was  appropriate  varied.  Some 
black  men  viewed  excess  weight  as 
slowing  them  down,  making  them 
less  able  to  compete  with  younger 
men  and  less  attractive  to  women. 
However,  older  Hispanic  men  and 
women  seemed  comfortable  with 
excess  weight,  viewing  it  as  appro- 
priate and  acceptable  for  them,  a 
natural  part  of  aging. 

VIEWS  ABOUT  WAYS 
TO  LOSE  WEIGHT 

When  asked  to  give  advice  to  a 
friend  who  needed  to  lose  weight, 
focus  group  participants  were  able 
to  come  up  with  many  reasons  for 
doing  so.  Being  overweight  was 
associated  with  being  unattractive, 
not  going  out  socially,  and  not  feel- 
ing your  best. 

"I  would  tell  you  that  you  are 
very  pretty,  but  if  you  lose 
weight,  you  will  look  better 
and  men  will  like  you  better." 

"I  would  tell  you  that  it's  not 
good  for  your  health  to  be 
overweight,  that  you  would 
look  and  feel  better,  and  that 
it  would  be  better  for  your 
health." 

"I  would  tell  you  if  you  lose 
weight,  we  can  take  trips 
together ...  don't  go  nowhere 
fat." 

"Girl,  you're  looking  bad." 

When  asked  to  advise  a  friend  on 
how  to  lose  weight,  a  few  partici- 
pants made  the  link  between  in- 
creased activity  and  eating  less. 


"I  would  tell  you  to  change 
your  diet  and  also  to  get  up 
and  move." 

Most  advice,  however,  was  frag- 
mented, such  as  "go  to  a  weight 
loss  clinic,"  "cut  out  sweets," 
"drink  water,"  "go  vegetarian," 
"just  push  back  from  the  table  after 
one  plate,"  "don't  lay  down  after  a 
meal,"  "don't  eat  late  at  night," 
"eliminate  alcohol,"  and  stay  "off 
fattening  foods."  Concrete  and 
substantive  rationales  for  how  to 
control  weight  were  lacking,  and 
specific,  personal  examples  of  how 
to  manage  the  related  behaviors  of 
diet  and  exercise  were  not  given. 

The  relative  merits  of  various  com- 
mercial weight  loss  programs  were 
the  subject  of  much  discussion. 
Some  participants  were  skeptical  of 
commercial  weight  loss  programs. 

"Y ou've  got  to  lose  the  weight 
on  regular  food  that  you  eat. 
This  liquid  stuff  is  not  going 
to  keep  it  off,  it's  going  to 
come  back." 

"We  don't  want  any 
quackery." 

Some  noted  that  the  expense  of 
commercial  programs  was  beyond 
"people  like  them." 

"Not  everybody  who's  over- 
weight is  going  to  be  able  to 
afford  stuff  like  that — people 
on  welfare,  disability,  SSI. 
They  dieted,  they  can't  seem 
to  get  the  weight  off,  and  they 
don't  have  the  money  to  go 
out  and  spend  $185  to  lose  all 
the  weight  they  want." 

Many  of  the  most  overweight  par- 
ticipants said  very  little  about  their 
own  weight  loss  experience,  perhaps 
indicating  the  sensitive  nature  of 
this  issue  for  them.  However,  sev- 
eral expressed  frustration  over  the 
failure  of  their  own  efforts. 

"I've  been  eating  800  or  900 
calories  a  day  and  can't  lose  a 


damn  pound.  Now  you  show 
me  why." 

Recent  publicity  about  the  role  of 
metabolism  in  weight  control  was  a 
source  of  confusion. 

"How  can  I  change  my  me- 
tabolism? I  think  metabolism 
is  heredity." 

"I  personally  think  the  doc- 
tors can  change  your  metabo- 
lism rate  temporarily  until 
you  lose  100  pounds,  but  then 
when  you  get  down  there, 
they  don't  know  if  they  can 
reverse  it  again  to  keep  you 
from  going  down  another  100 
pounds." 

IMPLICATIONS 
FOR  HEALTH 
COMMUNICATION 
PROGRAMS 

The  information  from  focus  groups 
regarding  weight  loss  is  suggestive 
of  educational  approaches,  but  not 
as  specific  as  that  gleaned  on  the 
subjects  of  diet  and  exercise.  That 
may  be  due  in  part  to  the  lack  of 
perception  of  the  importance  of 
weight  control  to  health,  the  sensi- 
tivity of  the  topic  among  overweight 
participants,  and  the  lack  of  under- 
standing of  how  to  achieve  and 
maintain  weight  loss. 

Among  focus  group  participants, 
half  of  whom  felt  they  were  over- 
weight, a  health  rationale  for  weight 
loss  seemed  to  be  lacking.  The  issue 
for  communication  programs  may 
well  be  the  need  to  create  aware- 
ness of  the  concept  of  a  "healthy 
weight."  One  area  worthy  of  fur- 
ther investigation  is  the  extent  to 
which  improved  health  status  indi- 
cators, such  as  lower  blood  pressure, 
could  provide  an  incentive  to  people 
to  achieve  and  maintain  a  healthy 
body  weight. 

The  difficulty  experienced  in  the 
discussions  of  weight  control,  how- 
ever, suggest  that  the  topic  of  weight 


loss  be  approached  with  caution  in 
planning  public  education  programs. 
It  may  be  possible  for  communica- 
tion programs  to  build  on  demon- 
stration efforts  with  the  obese  which 
have  yielded  rich  information  about 
effective  techniques  for  helping 
people  adopt  and  maintain  sensible 
approaches  to  weight  loss.  A  clear 
challenge  is  how  this  type  of  informa- 
tion and  approach  can  be  applied  in  a 
broader  context. 

RELATIVE  RISKS  OF 
BEHAVIORS 

Participants  in  11  focus  groups  were 
asked  to  rate  how  they  thought 
they  were  doing  on  the  actions  they 
had  listed  as  ways  to  stay  healthy. 
They  rated  themselves  on  a  scale  of 
1  to  10,  with  10  being  "I'm  doing 
great"  and  1  being  "I'm  doing  terri- 
bly." Aggregate  scores  for  the 
groups  ranged  from  4.2  to  7.6. 
There  were  no  clearly  discernible 
patterns  based  on  race,  sex,  age,  or 
geography,  although  this  task  was 
completed  by  less  than  half  of  the 
focus  groups. 

Participants  rated  themselves  fairly 
highly  if  they  only  had  "one  or  two 
bad  habits,"  such  as  smoking,  eat- 
ing fast  food  frequently,  or  not 
exercising.  Those  who  rated  them- 
selves very  low — a  one  or  two — 
claimed  to  have  all  these  habits  and 
more.  Male  participants  were  more 
apt  than  were  female  participants 
to  cite  smoking,  drinking,  or  "par- 
tying" among  their  "bad"  habits. 

A  common  theme  did  emerge: 
people  made  "deals"  with  them- 
selves about  "trading  off"  among 
unhealthy  behaviors.  Some  smokers 
claimed  they  were  "perfectly"  phys- 
ically fit,  because  they  exercise  even 
though  they  smoke.  Others  had 
given  up  smoking  but  frequently 
indulge  in  sweets.  Still  others  exer- 
cised in  order  to  be  able  to  eat  what 
they  want. 


"It's  all  right  for  me  to  be  fat, 
just  as  long  as  I  don't  smoke 
—  that's  absolutely  true." 

"I  ride  my  bike  everyday  — 
to  Baskin-Robbins  for  ice 
cream." 

"If  you  eat  right  and  eat  the 
proper  food  and  you  cook 
right,  then  you  can  smoke  till 
the  days  get  long,  it's  not 
going  to  bother  you." 

RELATIVE  RISKS  NOT 
UNDERSTOOD 

To  gain  a  better  sense  of  how  people 
might  assess  and  rationalize  such 
trade-offs,  the  four  Richmond  groups 
were  asked  their  assessments  of  the 
relative  risks  associated  with  smok- 
ing, eating  a  high-fat  diet,  choles- 
terol in  the  diet,  and  being  over- 
weight. For  example,  they  were 
asked,  "Which  do  you  think  is  more 
harmful  to  your  health — smoking 
or  being  overweight?" 

It  did  not  appear  that  participants 
had  ever  looked  at  these  behaviors 
in  relation  to  each  other.  In  general, 
though  there  was  some  disagree- 
ment: White  men  perceived  that  all 
the  behaviors  were  "bad,"  but  also 
were  eager  to  defend  someone's 
"right  to  be  a  slob"  and  engage  in 
such  behavior.  Black  women 
viewed  smoking  as  more  harmful 
than  being  overweight.  The  fact 
that  some  people  gain  weight  when 
they  quit  smoking  and  that  "doc- 
tors tell  us"  smoking  is  bad  appar- 
ently led  to  a  conclusion  by  some 
that  gaining  weight  must  not  be  as 
bad  as  smoking. 

IMPLICATIONS 
FOR  HEALTH 
COMMUNICATION 
PROGRAMS 

While  participants  appeared  to 
make  trade-offs  and  deals  with 
themselves,  those  deals  did  not 
appear  to  be  based  on  health  infor- 
mation. Rather,  participants  used  a 
series  of  rationalizations  and  trade- 


offs to  justify  personal  habits. 
Though  communicating  the  con- 
cept of  relative  risk  is  complex,  a 
starting  point  might  be  in  acknowl- 
edging these  trade-offs  and  show- 
ing how  that  can  be  done  based  on 
scientific  evidence  rather  than  per- 
sonal beliefs  or  misconceptions. 
However,  this  suggests  that  indi- 
viduals would  accept  scientific 
evidence  into  their  belief  system, 
which  may  not  be  feasible.  Another 
barrier  may  be  the  lack  of  scientific 
consensus  on  the  relative  risk  of 
health  behaviors  compared  to  each 
other,  which  would  be  necessary  in 
shaping  health  messages. 

CHANGING  HEALTH 
BEHAVIORS 

While  discussing  diet,  exercise,  and 
weight  control,  participants  were 
asked  what  would  make  it  easier 
for  them  to  change  their  practices 
and  what  stood  in  the  way  of 
change.  They  were  asked  specifi- 
cally about  the  role  their  families 
could  be  expected  to  play  in  chang- 
ing health-related  behaviors. 

Some  participants  said  that  they  are 
content  with  the  status  quo,  and 
that  nothing  would  make  them 
change.  Others  felt  strongly  they 
wanted  to  "do  better,"  but  are  un- 
sure exactly  what  that  means  or 
how  to  go  about  it.  All  acknowl- 
edged that  changing  lifelong  habits 
is  difficult. 

WHAT  STANDS  IN  THE 
WAY  OF  CHANGE? 

Focus  group  participants  cited  a 
variety  of  reasons  for  continuing 
behaviors  that  they  appeared  to 
know  are  not  the  best  for  them. 
Lack  of  time  and  money,  lack  of 
family  and  environmental  support, 
lack  of  willpower,  and  "just  plain 
laziness"  were  cited.  For  example, 
reasons  given  included: 

"Money.  You  can't  necessar- 
ily afford  to  change  to  eat  the 
proper  foods." 


"Education  and  environment. 
Being  educated,  one  can  af- 
ford the  finer  things  in  life  or 
being  in  a  place  where  you 
can  get  the  proper  exercise." 

"The  area  you  live,  your 
neighborhood,  the  area  where 
you  hang  out.  The  circum- 
stances you  put  yourself  in." 

Food  preferences  were  seen  as 
particularly  hard  to  change  by 
some. 

"I  like  the  food  I  eat  and  I 
have  no  intention  of  chang- 
ing." 

"If  I  can't  have  all  these  types 
of  foods  that  I  love,  then  I 
really  don't  want  to  exist." 

"I  eat  a  lot  of  sweets.  I  know 
it's  not  good  for  me  and  it 
makes  me  gain  weight,  but  I 
can't  seem  to  pass  it  up." 

The  perception  that  eating  a  healthy 
diet  is  expensive  was  especially 
strong  among  the  focus  group 
participants.  Some  participants 
cited,  for  example,  that  fast  food 
restaurants  are  cheaper  than  others. 
However,  others  gave  examples 
from  advertising  that  have  made 
them  incorrectly  believe  that 
healthy  food  is  more  expensive  to 
eat  than  unhealthy  food. 

"If  you're  sick  and  tired  of 
cooking  it's  cheaper  to  go  to 
McDonald's  or  a  Burger  King 
or  a  sub  shop.  If  you're  poor, 
it's  kind  of  hard  to  take  a 
family  out  to  a  good  meal,  so 
we  end  up  in  places  like  that." 

"The  best  cereal  products  on 
the  market  are  these  high 
fibers  with  nuts  and  raisins. 
But  Cheerios  are  only  $1.99." 

"Time  and  money  —  it's  like 
when  you  go  to  the  grocery 
store,  here's  plain  old  Kel- 
logg's  cereal  which  is  $1.29, 
and  here's  this  special  stuff 
they're  advertising  on  televi- 
sion which  is  really  great  for 


you  and  it's  $4.50  a  box.  So 
money  plays  an  important 
part  —  you  can't  afford  to  be 
healthy  sometimes." 

Many  respondents  claimed  that 
they  feel  good  the  way  they  are, 
and  that  until  they  start  to  feel  bad, 
they  see  no  reason  to  change.  There 
was  no  force  to  drive  them  to  sur- 
mount the  barriers  of  time,  money, 
and  willpower. 

AGE  MAKES  A 
DIFFERENCE 

Some  people  said  they  were  mak- 
ing changes  because  they  are  get- 
ting older  or  thought  they  would 
change  later  as  they  aged. 

"I  think  our  metabolism 
changes  quite  a  bit  as  we  get 
older.  From  childhood  up,  I 
could  eat  almost  anything  at 
any  time  of  the  day.  I 
wouldn't  dare  do  that  now." 

"I'm  sure  I  will  change  when 
I  start  getting  older,  and  these 
things  start  bugging  me.  I 
mean,  I  plan  to  quit  smoking 
eventually." 

"When  I  was  a  kid  and  living 
at  home  my  mother  used  to 
cook  all  this  great  spicy  food 
...  she  retired  and  moved  to 
Florida  and  now  she's  on  a 
health  food  kick.  She  has 
really  changed  her  eating 
habits  over  the  past  20  years." 

FAMILY  SUPPORT 
VARIES 

Participants  were  asked  how  their 
families  would  react  to  a  change  in 
their  eating  or  exercise  habits  or  if 
they  decided  to  lose  weight.  The 
level  of  family  support  they  would 
expect  reportedly  varied  by  the 
type  of  change  being  attempted. 

EATING  HABITS 

Many  agreed  that  if  they  asked 
their  families  to  change  their  eating 
habits,  they  might  not  get  their 
participation,  but  they  would  have 
their  support. 


"My  wife  is  the  one  who 
would  try  to  control  mine 
and  the  kids'  eating  habits 
and  give  us  what  is  better  for 
us  ...  she  already  made  us 
change  to  whole  wheat 
bread." 

"My  husband  would  change, 
because  I  would  convince 
him  it's  for  his  own  good." 

"My  wife  would  do  it ...  when 
she  fries  chicken  now,  she 
bakes  mine.  So  I  know  she 
would  do  it  for  me,  if  not 
with  me." 

WEIGHT  CONTROL 

Regarding  family  support  for  weight 
control,  responses  were  mixed.  Men 
(excluding  younger  white  males  in 
Chicago  who  claim  their  wives' 
reactions  would  be  shock,  disbelief, 
or  laughter),  for  the  most  part, 
strongly  and  quickly  responded 
that  their  wives  would  support 
them  and  that  they  would,  in  turn, 
be  very  supportive  of  their  wives' 
weight  loss  attempts. 

"My  wife  and  I  look  to  each 
other  for  support.  When  she 
goes  on  a  diet,  I  support  her, 
and  when  I  need  something, 
she  supports  me." 

Many  women  had  a  slightly  dif- 
ferent view.  White  and  black 
women  felt  they  might  get  some 
support,  but  were  unlikely  to  get 
their  husbands  or  boyfriends  to 
participate  and  were  also  likely  to 
have  their  efforts  sabotaged. 

"Bill  would  be  the  first  to  say, 
'You're  going  to  get  sick,  your 
resistance  will  go  down,  you're 
going  to  get  so  thin,  you're 
going  to  catch  everything' ... 
he's  against  it,  he  really  is." 

"My  husband  will  help  me 
with  it ...  then  when  I  start 
talking  about  putting  on  that 
cute  little  dress  he  doesn't 
want  me  to  wear,  he'll  go  out 
and  buy  ice  cream  and  sabo- 
tage me." 


Notably  different  were  the  com- 
ments of  Hispanic  women  who 
said  that  their  husbands  almost 
always  support  or  participate  in 
weight  loss  efforts. 

EXERCISE  AND 
PHYSICAL  ACTIVITY 

Focus  group  participants  thought  it 
would  be  difficult  to  get  the  family 
to  participate  in  regular  exercise. 

"Eating  habits  would  go  over 
fine.  Exercise  would  go  over 
like  a  lead  balloon. jny  hus- 
band likes  the  sofa  too  much." 

"I  don't  think  it  would  go 
over  too  great.  My  father 
bought  my  brother  and  I  an 
exercise  bike  for  Christmas 
two  years  ago,  and  it  has 
seven  miles  on  it  now." 

"My  household  would  laugh. 
They'd  say  here's  the  alarm 
clock,  well  see  you  when  you 
get  back  from  your  run." 

SOME  WIVES  DON'T 
KNOW  HOW  TO  HELP 

Some  wives  concerned  about  their 
husbands'  health  expressed  frustra- 
tion about  how  to  aid  them  in  de- 
veloping healthier  habits. 

"I  lecture  him,  not  to  be  a  nag 
but  only  to  look  out  for  him 
because  I  would  find  he's  not 
doing  a  good  job... even  his 
own  doctor  said,  'Look, 
you've  got  to  get  rid  of  this 
(weight)',  but  it  seems  like 
men  don't  take  things  as  seri- 
ously as  women  do." 

"My  husband,  if  I  get  on  him 
about  anything — his  health  or 
anything  like  that — he  has  a 
fit." 

"They  (men)  don't  take  care 
of  themselves,  they  really 
don't." 


WHAT  WOULD  MAKE 
PEOPLE  CHANGE? 

When  pressed  for  what  would  make 
them  change,  participants  noted  it 
would  take  a  drastic  event,  some- 
thing to  scare  them  into  changing. 

"If  I  had  a  heart  attack,  or 
stroke,  maybe  I  would  make 
that  180  degrees  turn  on  my 
lifestyle  that  I'd  have  to  make." 

"A  death  in  the  family,  some- 
thing drastic  like  that.. .if  my 
doctor  said,  'Change  your 
eating  habits  and  get  more 
exercise,  or  youH  die,'  I'd 
probably  have  to  change  my 
ways." 

"If  the  doctor  told  me  I  was 
going  to  die  next  week  unless 
I  changed,  then  I  would 
change." 

"A  scare  would  get  me  to 
change — either  a  friend  hav- 
ing a  heart  attack  or  television 
ads  and  statistics." 

However,  when  asked  to  elaborate 
on  the  specifics  of  what  might 
prompt  them  to  change,  the  partici- 
pants moved  beyond  scare  tactics. 

"They  have  to  advertise  the 
way  they  do  cigarettes — 
show  the  benefits  of  exercis- 
ing and  what  happens  if  you 
don't." 

"A  lot  of  this  (what  you  do  to 
stay  healthy)  is  based  on  lack 
of  knowledge.  I  don't  think 
it's  as  effective  as  it  should  be; 
we  (need  to  be)  more  edu- 
cated going  in." 

"So  we  have  to  be  educated 
to  make  our  bodies  healthier 
to  the  point  we  make  a  con- 
scious decision  to  eat  better." 

AN  ACKNOWLEDG- 
MENT THAT  CHANGE 
IS  DIFFICULT 

Many  focus  group  participants 
expressed  frustration  at  exactly 
what  to  change  and  how  to  change. 


At  the  heart  of  this  was  the  ac- 
knowledgment that  change  is  diffi- 
cult and  requires  substantial 
knowledge  and  commitment  to  be 
successful. 

"You  really  have  to  decide  to 
change  your  lifestyle.  It  takes 
a  lot  of  willpower,  and  you 
really  have  to  make  up  your 
mind  that  this  is  what  you 
want." 

"If  you've  got  lifetime  habits, 
re-educating  yourself  to  a 
different  set  of  eating  habits  is 
time  consuming.  It  takes  a  lot 
of  education  and  learning  to 
change  that,  and  that's  our 
biggest  problem." 

"It  has  to  be  within  the  inner 
person  to  come  to  that  deci- 
sion that  they  want  to  have  a 
better  life,  they  want  to  look 
better,  they  want  to  feel  better 
and  they  want  to  be  better. 
When  they  have  a  made  up 
mind  to  do  this  and  be  con- 
sistent in  doing  it,  not  through 
being  shown,  because  we're 
shown  everyday  through  ad- 
vertisements, but  it  still  has  to 
be  your  decision  to  do  it  for 
you." 

DESIRE  FOR  PERSONAL 
ATTENTION  AND 
SUCCESSFUL  ROLE 
MODELS 

Black  and  white  participants  often 
mentioned  without  prompting  the 
desirability  of  a  support  group  for 
learning  and  maintaining  new  be- 
haviors. Alcoholics  Anonymous 
( AA)  was  most  often  cited  as  the 
most  appropriate  model.  AA  was 
seen  as  better  than  commercial 
weight  loss  groups  which  were 
viewed  as  costly  and  seen  by  some 
as  embarrassing  to  participants. 

"I  would  go  where  people  are 
successful,  like  an  AA  type  of 
organization.  They  make  you 
believe  in  yourself  and  maybe 
that  would  work." 


"If  somebody  had  a  group 
support  program,  like  a  new 
kind  of  healthy  cooking,  and 
you  could  get  eight  of  your 
friends  and  all  get  in  the 
kitchen  and  learn  how  to  cook 
in  a  different  way,  a  different 
cuisine,  then  you  could  have 
fun  doing  it." 

"I  understand  these  AA 
groups  really  help  people,  they 
don't  humiliate  them. maybe 
that  would  work." 

Hispanics  did  not  mention  groups 
as  a  possible  means  of  learning 
health  behaviors,  possibly  because 
of  the  lack  of  a  model  for  self-help 
groups  in  Hispanic  communities. 

Many  participants  said  they  would 
like  to  learn  from  someone  who 
had  been  personally  successful  at 
changing  behavior.  They  wanted 
to  learn  from  someone  "like  them" 
who  made  change  seem  realistic 
and  achievable,  not  "these  skinny 
little  things  on  TV." 

IMPLICATIONS 
FOR  HEALTH 
COMMUNICATION 
PROGRAMS 

In  many  ways  the  focus  group 
participants  showed  great  wisdom 
regarding  the  difficulty  of  changing 
lifelong  habits.  They  also  had  a 
realistic  grasp  of  external  influences 
that  work  against  behavior  change, 
such  as  dangerous  neighborhoods 
or  the  lack  of  education.  These  is- 
sues lie  outside  the  realm  of  health 
communication  to  address  effec- 
tively. However,  participants  also 
acknowledged  the  need  to  "re- 
educate" yourself  to  get  to  a  point 
of  making  a  decision  to  change, 


cited  misconceptions  based  on  com- 
mercial advertising,  and  spoke  of 
feeling  that  healthy  habits  are  ex- 
clusive and  expensive  to  engage  in. 
These  are  areas  in  which  health 
communication  can  play  an  effec- 
tive role  in  helping  people  under- 
stand the  "what,"  "why,"  and  "how" 
of  health  behavior  change. 

Many  participants  said  they  would 
need  to  be  shown,  in  small  groups 
and  through  personal  example,  how 
to  achieve  health  behavior  changes 
in  their  lives.  This  indicates  a  need 
for  creative  programming  at  the 
community  level  but  also  suggests 
some  possibilities  for  demonstra- 
tions using  support  materials  and 
role  models  to  reach  larger  num- 
bers of  people.  A  few  ideas  are: 

•  A  weight-loss  clinic  could  be 
broadcast  over  local  stations 
and  viewers  could  participate. 

•  A  series  of  home  parties 
could  be  developed  and 
promoted  through  various 
community  health,  social 
service,  and  community 
channels.  Similar  in  some 
ways  to  the  USDA  Food  and 
Nutrition  Services  programs, 
this  model  might  not  be  able 
to  rely  on  trained  nutrition- 
ists, but  would  be  more  a 
do-it-yourself  program 
promoted  to  the  public. 

•  Model  "church  suppers" 
complete  with  recipes  for 
home  kitchens  could  be 
developed  to  stimulate  or 
reinforce  change. 


•  Videotaped  material  could 
be  tailored  to  specific  aud- 
iences, made  widely  avail- 
able through  commercial 
outlets  or  public  libraries, 
and  promoted  in  the  media 
or  in  schools.  This  material 
could  reach  many  in  their 
own  homes  and,  if  tapes 
could  be  copied,  viewed 
many  times. 

In  addition  to  the  need  for  support 
and  personal  demonstration,  the 
focus  groups  raised  other  issues  of 
importance  to  selecting  communi- 
cation approaches  that  will  appeal 
to  these  audiences.  Participants 
mentioned  being  scared  into  change, 
but  unlike  their  spontaneous  re- 
quests for  "how  to"  information, 
statements  about  being  scared  into 
change  came  only  when  pressed  on 
the  issue.  When  describing  what 
constituted  effective  communica- 
tion on  these  issues,  participants 
did  not  suggest  "scare  tactics." 
Caution  should  be  exercised  before 
adopting  a  fear  arousal  approach  to 
be  sure  it  is  the  most  effective 
means  of  reaching  the  audience.  In 
an  educational  program,  it  might 
be  difficult  to  maintain  the  depth 
and  emotional  impact  of  a  scare 
coming  from  the  death  of  a  loved 
one  or  from  a  personal  "brush  with 
death."  Also,  the  fundamental 
belief  that  many  hold  about  the  role 
of  heredity  in  chronic  disease  makes 
it  seem  unlikely  that  a  message 
linking  dietary  or  other  changes  to 
prevent  cancer  or  heart  disease 
would  be  fully  accepted.  At  a  mini- 
mum, because  of  tine  audience's 
desire  for  personal  examples,  more 
information  about  the  extent  to 
which  those  who  have  had  a  scare 
have  changed  behaviors  would  be 
helpful  in  planning  and  executing  a 
fear  arousal  approach. 


CHAPTER  SIX 


COMMUNICATION  CHANNELS 


This  section  of  the  report  describes 
some  of  the  available  channels  — 
mass  media  and  community-based 
organizations  —  for  communicat- 
ing health  information  to  lower  SES 
audiences.  It  contains  data  from 
the  Simmons  Market  Research 
Bureau,  Inc.  (Simmons)  about  which 
print  and  broadcast  media  are  most 
popular  with  the  target  population, 
as  well  as  their  participation  in  civic 
affairs  and  organizations.  Informa- 
tion from  the  focus  group  discus- 
sions about  participants'  views  of 
credible  sources  of  health  informa- 
tion are  also  included  in  this  chapter. 

The  focus  of  this  section  of  the  re- 
port is  primarily  on  the  national 
channels  available  for  health  com- 
munication programs.  It  does  not 
contain  an  exhaustive  list  of  the 
outlets  for  information  and  pro- 
gramming that  may  be  available  at 
the  local  level.  In  the  development 
of  communication  strategies,  a 
review  of  program  experiences  and 
expert  opinion  are  recommended 
to  help  bridge  the  gap  from  the 
national  data  to  the  community,  to 
help  identify  how  channels  of  health 
information  function  at  the  local 
level  and  how  people  use  informa- 
tion from  multiple  personal  and 
institutional  sources  to  make  deci- 
sions regarding  their  health. 

The  analysis  is  also  limited  by  the 
constraints  of  available  data  sources. 
For  example,  many  ethnic  newspa- 
pers found  in  neighborhoods  across 
the  country  may  be  excellent  chan- 
nels for  communicating  with  seg- 


ments of  the  study  population. 
Their  readership  could  not  be  de- 
termined, however,  because  they 
are  not  contained  in  the  Simmons 
database. 

SIMMONS  MARKET 
RESEARCH 
DATABASE 

The  data  used  for  the  analysis  is 
from  the  Annual  Study  of  Media 
and  Markets,  conducted  by  Sim- 
mons, which  is  used  by  commercial 
advertisers  to  make  marketing  de- 
cisions. Simmons  uses  survey  re- 
search techniques  to  collect  data 
about  media  audiences,  use  of  par- 
ticular brands  and  products,  and 
the  demographic  characteristics  of 
respondents.  The  study  also  col- 
lects data  on  the  psychographic 
characteristics,  hobbies,  recreational 
and  leisure  activities,  and  buying 
habits  of  respondents. 

Each  year,  Simmons  surveys  a 
national  probability  sample  of  ap- 
proximately 19,000  persons  over 
the  age  of  18.  In  this  section  of  the 
report,  Simmons  data  on  televi- 
sion, radio,  and  magazine  use  are 
reported,  as  well  as  membership  in 
community  and  civic  organizations. 
For  this  project,  the  Simmons  data 
used  were  for 

1)  the  total  population,  ages 
18  and  over; 

2)  white,  black,  and  Hispanic 
adults  ages  25  to  64;  and 

3)  white,  black,  and  Hispanic 


adults  ages  25  to  64  with  a 
high  school  education  or 
less. 

Education  was  selected  over  income 
as  the  key  variable  since  it  is 
considered  to  be  the  most  accurate 
overall  measure  of  SES  with  the 
Simmons  sample. 

MASS  MEDIA 

For  each  medium,  three  types  of 
information  are  reported. 

•  Percent  of  the  media  audi- 
ence composed  of  persons 
ages  25  to  64.  For  example, 
45.2  percent  of  the  religious 
radio  audience  is  ages  25  to 
64  with  a  high  school 
education  or  less. 

•  Percent  of  the  population  25 
to  64  years  of  age  covered  or 
reached  by  a  particular  me- 
dium. For  example,  3.3 
percent  of  adults  ages  25  to 
64  with  a  high  school  ed- 
ucation or  less  listen  to 
religious  radio. 

•  An  index  calculated  by 
Simmons.  The  index  is  a 
ratio  of  the  proportion  of  the 
media  audience  composed 
of  a  given  population  segment 
to  the  larger  population.  The 
index  is  expressed  as  a  num- 
ber above  or  below  100.  Be- 
low 100  means  less  frequent 
usage  and  above  100  means 
more  frequent  usage.  For 


example,  41  percent  of  the 
adult  population  is  aged  25 
to  64  with  a  high  school 
education  or  less.  The  index 
for  religious  radio  is  110 
(45.2/41=110). 

The  three  numbers  highlight  differ- 
ent aspects  of  media  usage  that  can 
be  factored  into  plans  for  reaching 
an  audience.  In  examining  all  three, 
informed  decisions  can  be  made  on 
which  media  best  match  communi- 
cation program  objectives.  As  the 
example  given  above  illustrates, 
religious  radio,  with  its  3.3  percent 
coverage  of  those  ages  25  to  64  with 
a  high  school  education  or  less,  could 
be  an  appropriate  dissemination 
channel  teamed  with  many  others; 
but  if  used  by  itself,  would  only 
reach  a  small  percentage  of  that 
audience.  That  point  would  have 
been  missed  if  only  the  audience 
composition  data  are  used. 

TELEVISION  VIEWING 

Simmons  data  on  television  view- 
ing are  presented  by  type  of  show, 
for  example,  drama  or  news,  and 
by  day  part,  for  example,  weekday 
or  weekend,  daytime  or  prime 
time.  The  data  were  collected  in  2- 
week  diaries  of  personal  viewing. 
Data  on  average  half-hour  network 
audiences  are  presented  here. 

Figure  6  shows  the  composition  of 
the  television  audience,  ages  25  to 
64,  and  the  percent  of  that  audience 
with  a  high  school  education  or  less. 
Adults  ages  25  to  64  with  a  high 
school  education  or  less  were  41 
percent  of  the  Simmons  sample.  At 
certain  times  of  day  for  certain  show 
types,  they  made  up  a  percentage 
of  the  television  audience  higher 
than  41  percent.  They  made  up  to 
45.6  percent  of  the  special  feature 
film  audience  and  45.0  percent  of 
the  daytime  drama  (soap  opera) 
audience.  At  other  times,  they  com- 
posed a  smaller  segment  of  the  tele- 
vision audience,  making  up  37.0 
percent  of  the  weekend  early  even- 
ing news  audience,  38.0  percent  of 
the  weekday  early  evening  news 


audience,  39.4  percent  of  the  week- 
end documentary /news  audience, 
36.3  percent  of  sports  specials  audi- 
ence, and  39.1  percent  of  the  week- 
end sports  audience.  For  other  types 
of  programming,  especially  in  prime 
time,  their  percentage  of  the  televi- 
sion audience  is  close  to  their  per- 
centage in  the  population. 

Figure  6  provides  an  overview  of 
viewing  by  adults  with  a  high  school 
education  or  less.  The  viewing  habits 
of  white,  black  and  Hispanic  adults 
are  described  more  fully  in  tables 
30  and  31.  Table  30  shows  the  types 
of  television  shows  that  reach  25-  to 
64-year-olds  at  various  times  of  day. 
Of  adults  with  a  high  school  educa- 
tion or  less,  prime  time  shows  reach 
from  7.5  to  9.9  percent,  with  feature 
films  reaching  a  slightly  higher 
percentage  of  whites  (10.1  percent) 
and  Hispanics  (9.4  percent)  than 
blacks  (9  percent),  and  documen- 
tary/news shows  reaching  a  higher 
percentage  of  whites  (10  percent) 
than  blacks  (8.8  percent)  and  His- 
panics (8.3  percent).  Adventure 
shows  reach  more  blacks  (8.6  per- 
cent) than  Hispanics  (7.6  percent) 
and  whites  (7.3  percent)  and  sus- 
pense/mysteries reach  10  percent 
of  blacks,  6.8  percent  of  Hispanics, 
and  8.1  percent  of  whites  in  the  tar- 
get audience.  During  the  daytime, 
drama  reaches  many  blacks  in  the 
target  audience  (5.6  percent)  and 
4.4  percent  of  Hispanics  and  3.8 
percent  of  whites.  Weekend  sports 
reach  more  blacks  (3.2  percent)  than 
whites  (2.5  percent)  or  Hispanics 
(2.4  percent).  Weekday  early  even- 
ing news,  a  popular  format,  reaches 
7.7  percent  of  blacks,  7.6  percent  of 
whites,  and  5.7  percent  of  Hispan- 
ics. While  most  progranrirning 
reaches  more  adults  with  a  high 
school  education  or  less  than  others 
in  that  age  group,  daytime  and  week- 
end early  evening  news  reach  a 
slightly  lower  percentage  of  blacks 
and  Hispanics  than  whites  in  the 
target  audience. 

Table  31  shows  the  Simmons  indi- 
ces for  television  viewing  by  25-  to 


64-year-olds.  Adults  with  12  or 
fewer  years  of  education  have 
higher  levels  of  viewing  than  the 
total  25-  to  64-year-old  population, 
with  a  few  exceptions.  Special 
documentary/ news  programs  are 
less  popular  with  the  target  audi- 
ence than  with  their  age  cohort,  with 
this  difference  holding  for  blacks 
and  Hispanics,  but  not  whites. 
Among  blacks  and  Hispanics,  prime 
time  documentary /news  programs 
and  weekend  early  evening  news 
are  less  popular;  as  are  prime  time 
suspense  /mystery  shows  among 
Hispanics. 

Advertisers  often  refer  to  the  spread 
between  indices  to  indicate  where 
to  place  their  advertising  dollars  to 
reach  an  audience.  In  these  data,  in 
many  cases,  there  is  a  wide  spread 
between  the  index  for  the  total  popu- 
lation of  25-  to  64-year-olds  and 
those  with  12  or  fewer  years  of 
education.  For  example,  all  week- 
day formats,  with  the  exception  of 
news,  have  at  least  a  14-point  spread 
in  the  index  figures.  This  difference 
is  also  apparent  for  blacks  and  His- 
panics, although  to  a  lesser  degree. 
This  means  that  those  with  12  or 
fewer  years  of  education  consis- 
tently watch  more  daytime  televi- 
sion than  their  age  peers;  however, 
the  difference  is  less  marked  for 
news  than  for  all  other  types  of 
daytime  shows.  These  differences 
in  viewing  are  less  marked  during 
prime  time  and  weekend  viewing 
— one  indication  of  the  mass  appeal 
of  television  for  many  Americans. 

SPANISH  LANGUAGE 
TELEVISION 

Though  viewing  of  Spanish  lan- 
guage television  is  not  yet  tracked 
by  any  national  data  source,  Span- 
ish language  television  is  gaining 
popularity  with  advertisers  (Adver- 
tising Age,  1989).  The  two  Spanish 
language  television  networks,  Uni- 
vision  and  Telemundo,  report  reach- 
ing 84  percent  and  66.2  percent  of 
Hispanic  households,  respectively. 


Figure  6.  Composition  of  25-  to  64- Year-Old  Television  Audience  by  Educational  Attainment: 
  United  States,  1988   
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Table  30.  25-  to  64-Year-Olds  Reached  by  Television  According  to  Race,  Ethnicity,  and  Level  of  Educational 

Attainment:  United  States,  1988 

(In  percent) 


TOTAL  WHITES  BLACKS  HISPANICS 


High 

High 

High 

High 

Show  Type  and  Daypart 

School 

School 

School 

School 

All 

or  Less 

All 

or  Less 

All 

or  Less 

All 

or  Less 

TAT        1     J  T"% 

Weekday  Daytime 

Drama 

3.34 

4.05 

3.14 

3.83 

5.12 

5.58 

3.58 

4.40 

News 

1.60 

1.72 

1.53 

1.64 

2.06 

2.17 

1.54 

1.63 

Quiz /Audience 

Participation 

2.22 

2.66 

2.17 

2.60 

2.66 

3.09 

1.86 

2.26 

Specials 

2.07 

2.46 

1.98 

2.35 

2.89 

3.05 

2.56 

3.06 

Early  Evening  News 

7.32 

7.59 

7.32 

7.63 

7.72 

7.67 

6.13 

5.73 

Prime  Time 

Adventure 

7.00 

7.46 

6.86 

7.31 

8.33 

8.57 

7.46 

7.58 

Documentary /News 

9.66 

9.78 

9.76 

9.97 

8.94 

8.82 

8.62 

8.28 

Feature  Film 

9.61 

9.86 

9.75 

10.06 

8.90 

8.99 

9.33 

9.40 

General  Drama 

8.60 

8.98 

8.65 

9.00 

8.65 

8.70 

7.66 

8.14 

Suspense/Mystery 

7.97 

8.30 

7.77 

8.06 

9.89 

9.96 

6.98 

6.83 

Situation  Comedy 

8.40 

8.51 

8.29 

8.39 

9.14 

9.10 

8.15 

8.40 

Weekend 

Sports 

2.49 

2.58 

2.42 

2.45 

2.99 

3.15 

2.34 

2.43 

Special  Sport 

1.84 

1.90 

1.84 

1.90 

1.97 

1.82 

1.65 

1.78 

Informational 

1.33 

1.44 

1.30 

1.41 

1.59 

1.59 

1.13 

1.18 

Early  Evening  News 

3.27 

3.82 

3.24 

3.46 

3.46 

3.38 

2.98 

2.80 

Special  Programs 

Sports 

2.77 

2.86 

2.84 

2.94 

2.47 

2.50 

2.42 

2.67 

Documentary /News 

3.52 

3.52 

3.55 

3.63 

3.00 

2.82 

3.21 

2.48 

Feature  Film 

7.21 

8.09 

7.35 

8.20 

7.19 

8.23 

6.05 

6.37 

Source:  Simmons  Market  Research  Bureau,  Inc.,  1988. 


There  has  been  a  presumption, 
based  on  earlier  studies  of  Spanish 
language  television  (O'Guinn  et  al., 
1985)  that  Spanish  language  televi- 
sion reaches  an  older  and  less  accul- 
turated  audience  than  network  TV. 
Reports  in  the  popular  and  trade 
press  (Advertising  Age,  1989;  U.S. 
News  and  World  Report,  1989;  and 
Newsweek,  1989)  conclude  this  may 
be  changing  as  the  Spanish  lan- 
guage television  networks  revise 
the  orientation  of  their  programming 
to  be  more  similar  to  U.S.  network 
television. 


A  related  question  regarding  media 
channels  for  reaching  Hispanics  has 
been  their  use  of  English  language 
television.  As  the  Simmons  data 
show,  Hispanics  are  avid  viewers 
of  U.S.  network  television. 

CONCLUSIONS 

As  these  data  have  shown,  televi- 
sion is  clearly  a  medium  that  can 
reach  those  with  lower  educational 
levels.  It  appeals  to  blacks  and  His- 
panics as  well  as  whites.  During 
the  daytime,  television  reaches 
higher  percentages  of  blacks  than 
of  whites  and  Hispanics.  By  all 


measures,  television  is  more  popu- 
lar with  those  with  a  high  school 
education  or  less  than  others  in  the 
same  age  group.  A  health  commu- 
nication program  could  confidently 
use  television,  even  available  public 
service  or  talk  show  time  during 
the  day,  and  reach  many  in  this 
target  audience. 

The  popularity  of  television  with 
this  group  opens  up  opportunities 
for  creative  use  of  television  time 
for  communicating  health  informa- 
tion. Daytime  drama,  with  its  on- 
going story  line,  could  serve  as  a 


Table  31.  Simmons  Indices  of  25-  to  64-Year-Old  Television  Audience  by  Show  Type  and  Daypart 
According  to  Race,  Ethnicity,  and  Level  of  Educational  Attainment:  United  States,  1988 


TOTAL 

WHITES 

BLACKS 

HISPANICS 

High 

High 

High 

High 

Show  Type  and  Daypart 

School 

School 

School 

School 

A  11 

All 

or  Less 

All 

or  Less 

A  11 

All 

or  Less 

All 

or  Less 

Weekday  Daytime 

Drama 

A1 

91 

no 

90 

no 

94 

102 

91 

112 

News 

94 

101 

93 

99 

100 

105 

104 

110 

Quiz/  Audience 

Participation 

86 

100 

85 

101 

90 

105 

86 

105 

Specials 

85 

100 

85 

101 

OO 

82 

87 

ao 

93 

11/1 

114 

Early  Evening  News 

92 

95 

90 

92 

106 

111 

98 

102 

Pnme  Time 

Adventure 

9/ 

i  r\n 
J 1X3 

96 

1  AO 

102 

99 

102 

105 

106 

Documentary  /  News 

95 

96 

94 

96 

100 

98 

96 

92 

Feature  Film 

98 

100 

98 

101 

98 

99 

98 

100 

General  Drama 

95 

99 

95 

100 

A^7 

97 

ao 

98 

ao 

98 

104 

Suspense/Mystery 

AT 

95 

99 

94 

97 

99 

1  aa 

100 

AT 

97 

95 

Situation  Comedy 

99 

1  nn 

ILK) 

99 

*i  aa 

100 

99 

99 

99 

102 

Weekend 

Sports 

92 

95 

90 

92 

1  AZL 

1U6 

111 

no 

1  no 

102 

Special  Sport 

on 
oV 

no 

OT 

o/ 

nn 

90 

1  AA 

100 

102 

96 

104 

Informational 

90 

97 

87 

94 

111 

111 
111 

100 

1  act 

105 

Early  Evening  News 

oo 

90 

or 

85 

91 

91 

89 

93 

88 

Special  Programs 

Sports 

86 

89 

84 

87 

100 

102 

94 

103 

Documentary/News 

97 

96 

96 

98 

99 

94 

112 

87 

Feature  Film 

99 

111 

99 

110 

101 

116 

110 

116 

Source:  Simmons  Market  Research  Bureau,  Inc.,  1988. 


vehicle  for  information  about  dis- 
ease prevention  and  demonstrate 
the  long-term  commitment  to 
healthy  diet  and  exercise  practices 
and  their  relationship  to  health 
practices.  Although  high  blood 
pressure  or  diabetes  is  not  as  excit- 
ing as  some  diseases  depicted  on 
daytime  dramas,  writers,  producers, 
or  actors  might  be  convinced  of  the 
value  of  such  an  effort. 

The  Simmons  data  show  that  some 
of  the  traditional  outlets  for  health 
information  on  television,  such  as 
news  reports,  may  actually  be  less 
effective  in  reaching  this  target  audi- 


ence, especially  blacks  and  Hispan- 
ics,  than  they  are  for  other  adults. 
This  reinforces  the  call  for  creative 
programming  ideas  for  this  audi- 
ence. Programming  at  the  local 
level  can  offer  many  opportunities. 
For  example,  a  television  station 
working  with  a  health  organization 
could  take  on  an  issue  like  weight 
loss  or  exercise  and  coordinate  televi- 
sion programming  with  community 
events.  Or  a  weight-loss  program 
organized  as  a  self-help  group  could 
be  televised  as  a  way  of  sharing 
information  and  showing  realistic 
role  models  for  changed  practices. 


RADIO  LISTENING 

Simmons  data  on  radio  listening 
are  presented  by  radio  format  (e.g., 
all  news,  classical,  religious,  con- 
temporary hits/rock  or  album- 
oriented/  progressive).  The  data 
were  collected  using  one  personal 
and  one  telephone  interview  of 
respondents  that  assessed  "yester- 
day's listening."  As  with  foreign 
language  newspapers,  Simmons 
does  not  collect  data  on  foreign 
language  radio  use. 

Figure  7  shows  the  composition  of 
the  radio  audience,  ages  25  to  64, 
and  the  percent  of  that  audience 


with  a  high  school  education  or  less. 
Adults  with  a  high  school  educa- 
tion or  less,  who  comprise  41  per- 
cent of  the  Simmons  sample,  make 
up  to  47. 7  percent  of  the  country 
radio  audience,  45  2  percent  of  the 
religious  radio  audience,  and  43.3 
percent  of  the  urban  contemporary 
radio  audience.  They  make  up  38.5 
percent  of  the  contemporary  hits/ 
Rock  radio  audience,  36.0  percent 
of  the  news /talk  radio  audience, 


35.6  percent  of  the  easy  listening 
radio  audience,  35.0  percent  of  the 
album  oriented  rock /progressive 
radio  audience,  34.2  percent  of  the 
all  news  radio  audience,  and  32.2 
percent  of  the  classical  music  radio 
audience. 

Figure  7  provides  an  overview  of 
listening  among  adults  with  a  high 
school  education  or  less.  The  lis- 
tening habits  of  white,  black,  and 


Hispanic  adults  are  shown  in  more 
detail  in  Tables  32  and  33.  Table  32 
indicates  the  percentage  of  25-  to 
64-year-olds  reached  by  various 
radio  formats.  Among  all  adults 
with  a  high  school  education  or  less, 
adult  contemporary  stations  reach 
15.9  percent  and  country  stations 
reach  17  percent.  Unlike  television 
where  viewing  among  specific  pop- 
ulations is  quite  similar,  the  per- 
centages reached  by  different  radio 


Figure  7.  Composition  of  25-  to  64- Year-Old  Radio  Audience  by  Educational  Attainment: 

United  States,  1988 
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Source:  Simmons  Market  Research  Bureau,  Inc.,  1988. 


formats  vary  substantially.  For  ex- 
ample, adult  contemporary  stations 
reach  16.8  percent  of  whites,  10.5 
percent  of  blacks,  and  9.4  percent  of 
Hispanics  with  12  or  fewer  years  of 
education.  Urban  contemporary 
stations,  which  include  black  ori- 
ented stations,  reach  10.1  percent 
of  blacks,  and  only  1.2  percent  of 
whites  and  3.2  percent  of  Hispanics 
at  that  age  and  educational  level. 
Contemporary  hits/rock  stations 
reach  15.6  percent  of  Hispanics  and 
11.3  percent  of  whites,  but  only  6.5 
percent  of  blacks  ages  25  to  64  with 
12  or  fewer  years  of  education. 
Country  stations  reach  18.4  percent 
of  whites,  11.5  percent  of  Hispanics, 
and  9.4  percent  of  blacks  in  the 
target  audience. 

Table  33  presents  the  Simmons 
indices  for  radio  listening.  With  a 
few  exceptions,  adults  with  12  or 
fewer  years  of  education  listen  to 
radio  less  than  the  total  population 
ages  25  to  64.  The  spread  between 


indices  (12  or  more  points)  indicat- 
ing lower  listening  is  evident  for 
all  news  radio,  news/talk  radio, 
and  classical  programming  al- 
though data  are  not  available  for 
Hispanics  for  classical  listening. 
Contrary  to  the  general  trend, 
country  and  religious  stations  are 
more  popular  among  those  with 
lower  educational  levels  than  their 
age  cohorts  and  urban  contempo- 
rary stations  are  more  popular 
among  whites  and  Hispanics  in  this 
target  audience. 

CONCLUSIONS 

Adults  with  12  or  fewer  years  of 
education  view  more  television  but 
are  a  smaller  part  of  the  radio  audi- 
ence than  others  in  their  age  group. 
Though  listening  less,  the  more 
precise  targeting  possible  with 
radio  makes  some  formats  attrac- 
tive for  reaching  this  audience. 
Country  stations  and  adult  contem- 
porary stations  are  popular  as  are 
contemporary  stations  among 


whites  and  Hispanics  and  urban 
contemporary  stations  among 
blacks.  News/ talk  and  all  news 
stations  are  not  particularly  pop- 
ular among  the  target  audience. 
The  preference  for  different  kinds 
of  music  also  has  creative  implica- 
tions for  radio  public  service  an- 
nouncements targeting  segments  of 
the  project  population. 

The  lower  cost  of  radio  production 
and  the  possibility  of  using  on-air 
talent  provides  many  opportunities 
to  tailor  specific  messages  and  infor- 
mation to  special  audiences  or  to 
reflect  regional  or  local  character. 
Such  targeting  might  be  the  best 
use  of  radio  for  reaching  segments 
of  the  broader  project  population. 

MAGAZINE  READERSHIP 

Simmons  data  on  magazine  reader- 
ship are  presented  by  type  of  maga- 
zine (e.g.,  mechanics,  women's  fash- 
ion and  beauty,  or  business  and  fi- 
nance). Data  on  magazine  reading 


Table  32.  25-  to  64- Year-Olds  Reached  by  Radio  According  to  Format,  Race,  Ethnicity,  and  Level  of 

Educational  Attainment:  United  States,  1988 

(In  percent) 


TOTAL  WHITES  BLACKS  HISPANICS 


High 

High 

High 

High 

PROGRAM  TYPE 

School 

School 

School 

School 

All 

or  Less 

All 

or  Less 

All 

or  Less 

All 

or  Less 

Adult  Contemporary 

17.84 

15.85 

18.91 

16.82 

10.87 

10.49 

12.25 

9.40 

All  News 

3.88 

3.05 

3.62 

2.86 

5.93 

4.20 

6.13 

5.44 

AOR/Progressive 

8.32 

7.00 

8.61 

7.41 

5.47 

4.78 

8.59 

7.90 

Classical 

3.20 

2.48 

3.35 

2.57 

1.80 

* 

1.78 

* 

Contemporary  Hits/Rock 

11.70 

10.53 

12.38 

11.26 

7.13 

6.51 

15.58 

15.62 

Country 

15.42 

17.02 

16.41 

18.40 

8.99 

9.37 

11.18 

11.49 

Easy  Listening/ 

Beautiful  Music 

6.07 

5.31 

6.28 

5.61 

4.71 

3.76 

3.70 

2.62 

Golden  Oldies 

4.90 

4.17 

5.05 

4.34 

3.47 

4.76 

4.79 

Nostalgia/Big  Band 

5.10 

4.99 

5.32 

5.26 

4.21 

3.88 

3.78 

3.94 

News/Talk 

5.95 

5.09 

6.01 

5.13 

5.25 

4.71 

5.51 

4.38 

Religious 

3.17 

3.28 

3.09 

3.13 

3.62 

4.23 

3.87 

4.37 

Urban  Contemporary 

2.29 

2.47 

1.20 

1.21 

10.13 

10.10 

2.89 

3.21 

*Number  of  respondents  too  small  for  statistical  reliability. 
Source:  Simmons  Market  Research  Bureau,  Inc.,  1988. 


Table  33.  Simmons  Indices  of  25-  to  64-Year-Old  Radio  Audience  by  Type  of  Program  According 
to  Race,  Ethnicity,  and  Level  of  Educational  Attainment:  United  States,  1988 


TOTAL 


High 

PROGRAM  TYPE 

School 

All 

or  Less 

Adult  Contemporary 

109 

97 

All  News 

107 

84 

AOR/Progressive 

102 

85 

Classical 

102 

79 

Contemporary  Hits /Rock 

104 

94 

Country 

106 

117 

Easy  Listening/ 

Beautiful  Music 

99 

87 

Golden  Oldies 

117 

100 

Nostalgia /Big  Band 

101 

99 

News /Talk 

103 

88 

Religious 

107 

110 

Urban  Contemporary 

98 

106 

WHITES  BLACKS  HISPANICS 


High 

High 

High 

School 

School 

School 

All 

or  Less 

All 

or  Less 

All 

or  Less 

no 

98 

102 

no 

98 

97 

rtr 

75 

106 

84 

108 

76 

112 

100 

102 

87 

100 

88 

95 

87 

105 

80 

74 

85 

100 

* 

105 

96 

99 

91 

101 

101 

106 

119 

101 

105 

110 

113 

99 

88 

113 

90 

111 

78 

116 

100 

123 

111 

102 

103 

102 

101 

90 

83 

104 

109 

101 

86 

117 

105 

99 

79 

107 

108 

104 

121 

116 

131 

104 

105 

91 

91 

108 

'  120 

*Numbers  of  respondents  too  small  for  statistical  reliability. 
Source:  Simmons  Market  Research  Bureau,  Inc.,  1988. 


were  collected  in  two  personal  inter- 
views conducted  about  two  weeks 
apart.  Respondents  were  shown 
sample  issues  of  the  magazine,  a 
survey  method  known  as  "through 
the  book,"  to  be  sure  they  had  read 
or  looked  through  them. 

Figure  8  presents  the  composition 
of  the  magazine  reading  audience, 
25  to  64  years  old,  and  the  percent 
of  that  audience  with  a  high  school 
education  or  less.  Constituting  41 .0 
percent  of  the  Simmons  sample, 
readers  with  12  or  fewer  years  of 
education  make  up  46.6  percent  of 
the  readers  of  hunting  and  fishing 
magazines  such  as  Outdoor  Life  and 
Field  and  Stream;  41.1  percent  of  the 
readers  of  general  appeal  maga- 
zines, such  as  People  and  TV  Guide; 
40.9  percent  of  readers  of  women's 
magazines,  such  as  Family  Circle 
and  McCall's;  and  40.1  percent  of 
the  readers  of  magazines  about 
mechanics,  such  as  Popular  Mechan- 
ics. Adults  with  12  or  fewer  years 
education  are  a  small  percentage  of 


those  reading  magazines  devoted  to 
business  and  finance  (24.5  percent) 
and  science  and  technology  (21.9 
percent). 

Table  34  presents  the  percentage  of 
those  ages  25  to  64  reached  by  vari- 
ous types  of  magazines.  Types  of 
magazines  which  reach  a  large  seg- 
ment of  adults  with  12  or  fewer 
years  of  education  include  general 
appeal  magazines  (65.8  percent), 
newspaper  distributed  magazines 
(64.9  percent),  women's  magazines 
(44.9  percent),  news  magazines  (33.4 
percent)  and  home  services  maga- 
zines (31.3  percent).  In  general, 
these  magazines  reach  more  whites 
and  blacks  than  Hispanics. 

Table  35  presents  the  Simmons 
indices  for  magazine  readership. 
For  nearly  all  types  of  magazines, 
adults  with  12  or  fewer  years  of 
education  read  fewer  magazines 
than  their  age  mates.  The  excep- 
tions, where  those  of  lower  educa- 
tion levels  read  more,  were  among 


whites  and  blacks  for  fishing  and 
hunting  magazines,  and  among 
whites  for  motorcycle  magazines. 

For  many  types  of  magazines,  the 
spread  between  the  indices  is  quite 
large  (20  or  more  points),  showing 
lower  readership  among  those  with 
lower  educational  levels.  Lower 
readership  is  found  among  the 
total,  white,  black,  and  Hispanic 
populations  for  news  magazines; 
among  the  total,  white  and  black 
populations  for  health  magazines; 
among  the  total  and  white  popula- 
tions for  epicurean  and  sports 
magazines;  among  Hispanics  for 
magazines  about  homes  and  home 
services;  and  among  blacks  for 
men's  magazines. 

CONCLUSIONS 
The  data  indicate  that,  in  general, 
magazines  are  read  by  either  large 
segments  of  the  population  or  by 
very  specialized  audiences.  The 
magazines  that  reach  the  largest 
numbers  of  those  with  lower  levels 


Figure  8.  Composition  of  25-  to  64- Year-Old  Magazine  Readers  by  Educational  Attainment- 
 United  States,  1988 
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of  education  are  those  with  the  wid- 
est appeal  and  distribution  overall. 
To  target  health  communication 
programs  specifically,  more  infor- 
mation would  be  useful.  For  ex- 
ample, the  category  of  general 
appeal  magazines  includes  titles 
such  as  TV  Guide,  Star,  and  Reader's 
Digest.  Some  of  these  magazines 
clearly  would  be  more  appropriate 
vehicles  for  health  information  than 
others.  Newspaper  distributed 
magazines  also  have  wide  appeal. 
Some  magazines  with  specialized 
topics,  such  as  hunting  and  fishing 


for  white  and  black  readers,  and 
motorcycles  for  white  readers, 
might  provide  the  opportunity  for 
tailored  messages  to  reach  seg- 
ments of  the  target  audience. 

Magazines  also  offer  distinct  ad- 
vantages over  television  and  radio 
because  their  format  normally  al- 
lows sufficient  space  to  explain 
complex  information  and,  as  printed 
material,  has  a  longer  shelf  life. 
Working  with  magazines,  however, 
requires  careful  tailoring  and  pa- 
tience because  of  the  long  lead  times. 


The  infrequency  of  magazine  publi- 
cation, in  comparison  with  daily 
and  weekly  newspapers,  can  make 
competition  for  coverage  intense. 

NEWSPAPER 
READERSHIP 

Information  on  newspaper  reader- 
ship was  obtained  from  the  Ameri- 
can Demographics  (1988)  Task  Force 
on  Minorities  in  the  Newspaper 
Business.  The  Task  Force  included 
representatives  of  professional  and 
business  associations  of  publishers, 
journalists,  and  newspapers. 


Table  34.  25-  to  64- Year-Olds  Reached  by  Magazine  According  to  Publication  Type,  Race, 

Ethnicity,  and  Level  of  Educational  Attainment:  United  States,  1988 
 (In  percent)  


TOTAL  WHITES  BLACKS  HISPANICS 


High 

High 

High 

High 

PUBLICATION  TYPE 

School 

School 

School 

School 

All 

or  Less 

All 

or  Less 

All 

or  Less 

All 

or  Less 

Automotive 

4.66 

3.99 

4.84 

4.13 

3.83 

* 

* 

* 

Business  and  Finance 

16.90 

8.85 

17.21 

8.83 

12.94 

9.12 

13.32 

* 

Child  Rearing 

2.87 

2.51 

2.91 

2.47 

* 

* 

Epicurean 

7.00 

4.97 

7.35 

5.07 

3.83 

* 

* 

* 

Fishing  and  Hunting 

13.53 

14.93 

14.70 

16.40 

6.28 

7.10 

8.04 

General  Appeal 

66.65 

65.79 

66.12 

65.95 

72.55 

67.56 

62.33 

58.02 

Health 

9.32 

7.61 

9.69 

8.06 

7.18 

5.04 

* 

+ 

Home  and  Home  Services 

35.46 

31.34 

36.69 

32.77 

27.48 

23.85 

26.29 

20.22 

Mechanics 

8.65 

8.01 

9.30 

8.77 

3.98 

8.72 

* 

Men's 

11.64 

9.82 

11.05 

9.20 

16.43 

13.39 

11.72 

Motorcycle 

2.01 

2.22 

2.13 

2.43 

* 

* 

* 

* 

News 

42.46 

33.44 

40.51 

30.72 

57.45 

52.04 

35.04 

26.44 

Newspaper 

Distributed  Magazines 

72.90 

64.91 

73.95 

66.05 

67.93 

61.09 

57.44 

45.84 

Science/Technology 

5.82 

3.02 

5.99 

3.17 

4.04 

6.72 

* 

Special  Appeal 

32.85 

23.91 

34.52 

25.25 

22.91 

17.23 

26.91 

18.46 

Sporb 

13.02 

10.13 

13.51 

10.35 

9.77 

8.71 

10.74 

* 

Women's 

46.83 

44.89 

46.85 

45.76 

48.76 

42.09 

39.91 

35.54 

Women's  Fashion/Beauty 

12.25 

10.36 

12.09 

10.35 

13.21 

10.57 

13.72 

* 

*Number  of  respondents  too  small  for  statistical  reliability. 
Source:  Simmons  Market  Research  Bureau,  Inc.,  1988. 


DAILY  NEWSPAPERS 

The  report  of  the  Task  Force  con- 
cludes that  circulation  figures  have 
been  relatively  flat  for  about  20 
years,  and  newspaper  readership  is 
falling.  In  1988,  about  60  percent  of 
American  adults  read  a  daily  news- 
paper, down  from  79  percent  in 
1961.  Female  readership  in  particu- 
lar seems  to  be  declining.  A  differ- 
ent data  source,  the  Newspaper  Ad- 
vertising Bureau,  found  that  in  1982, 
61  percent  of  women  read  at  least 
four  of  five  weekday  issues.  By 
1988,  the  proportion  had  declined 
to  45  percent.  A  similar  decline  was 
reported  for  men,  from  63  percent 
in  1982  to  53  percent  in  1988 
(Miller,  1989). 

The  percentage  of  white,  black,  and 
Hispanic  adults  reading  daily  and 
Sunday  newspapers  is  shown  in 


Figure  9.  While  more  whites  than 
minorities  read  daily  and  Sunday 
newspapers,  newspapers  still  ex- 
hibit a  wide  appeal,  with  62  percent 
of  whites,  52  percent  of  Hispanics, 
and  51  percent  of  blacks  reading 
daily  papers  and  65  percent  of 
whites,  57  percent  of  blacks,  and  53 
percent  of  Hispanics  reading  Sun- 
day newspapers. 

The  Task  Force  on  Minorities  in  the 
Newspaper  Business  (American 
Demographics,  1988)  concludes  that 
income  and  education  are  critical 
determinants  of  readership,  not 
race  and  ethnicity.  As  income  and 
education  of  blacks  and  Hispanics 
rises,  so  does  newspaper  reader- 
ship. Figure  10  shows  the  differ- 
ences in  levels  of  readership  based 
on  education,  with  similar  reader- 


ship among  white,  black,  and  His- 
panic college  graduates.  The  effect 
of  income  on  newspaper  reader- 
ship rates  is  just  as  apparent  with 
similar  rates  of  readership  among 
those  with  an  annual  income  of 
$60,000  or  more.  Figure  11  shows 
the  proportion  of  whites,  blacks, 
and  Hispanics  at  three  income  levels 
who  read  daily  newspapers. 

According  to  the  Task  Force  find- 
ings, many  minorities  distrust 
newspapers  because  they  view 
them  as  predominantly  white  insti- 
tutions. Many  blacks,  they  con- 
tended, doubt  that  the  newspapers 
are  concerned  with  community 
well-being  and  feel  the  newspapers 
are  concerned  mostly  about  profits. 
The  Task  Force  also  reports  that 
Hispanics  dislike  the  detached  style 
and  tone  of  American  journalism. 


Table  35.  Simmons  Indices  of  Magazine  Readership  by  Publication  Type  Among  25-  to  64- Year-Olds 
According  to  Race,  Ethnicity,  and  Level  of  Educational  Attainment:  United  States,  1988 


TOTAL  WHITES  BLACKS  HISPANICS 


High 

High 

High 

High 

PUBLICATION  TYPE 

School 

School 

School 

School 

All 

or  Less 

All 

or  Less 

All 

or  Less 

All 

or  Less 

Automotive 

93 

80 

94 

81 

91 

* 

* 

* 

Business  and  Finance 

114 

60 

114 

58 

114 

81 

117 

* 

Child  Rearing 

105 

92 

105 

90 

* 

* 

+ 

* 

Epicurean 

114 

81 

114 

78 

116 

* 

* 

* 

Fishing  and  Hunting 

103 

114 

103 

115 

95 

107 

102 

* 

General  Appeal 

102 

100 

102 

101 

102 

95 

99 

92 

Health 

109 

89 

111 

92 

113 

80 

Home  and  Home  Services 

109 

96 

109 

95 

109 

95 

108 

83 

Mechanics 

106 

98 

106 

100 

105 

* 

109 

* 

Men's 

100 

84 

101 

84 

97 

79 

90 

* 

Motorcycle 

82 

91 

82 

94 

* 

* 

* 

News 

104 

82 

104 

79 

102 

92 

96 

72 

Newspaper 

Distributed  Magazines 

103 

92 

103 

92 

104 

94 

96 

77 

Science/Technology 

103 

54 

102 

54 

121 

* 

102 

* 

Sports 

95 

74 

96 

74 

95 

84 

81 

* 

Women's 

104 

100 

104 

102 

107 

93 

97 

86 

Women's  Fashion /Beauty 

93 

79 

94 

80 

96 

77 

81 

*Number  of  respondents  too  small  for  statistical  reliability. 


Source:  Simmons  Market  Research  Bureau,  Inc.,  1988. 


Figure  9.  Adult  Newspaper  Readership  by  Race  and  Ethnicity 
 (In  percent)  


WHITES  BLACKS  HISPANICS 


Daily  (ill  Sunday 

Source:  American  Demographics,  1988. 


To  increase  readership,  newspapers 
are  experimenting  with  increased 
coverage  of  local  events  and  life- 
style information  Some  have  added 
weekend  entertainment  and  home 
sections.  Others  are  adding  more 
coverage  of  the  arts,  science,  health, 
and  personal  finance  (Trend  Letter, 
1989). 

WEEKLY  NEWSPAPERS 

While  circulation  of  daily  papers 
fell,  weekly  papers  experienced  in- 
creased circulation.  Household 
penetration  of  weeklies  went  from 
43  percent  in  1970  to  56  percent  in 
1988  (Miller,  1989).  According  to 
the  Trend  Letter,  since  1980,  circula- 
tion of  the  5,000  weeklies  repre- 
sented by  the  National  Newspaper 
Association  jumped  23  percent,  to 
52  million.  Reportedly,  weeklies 
flourish  because  of  their  low  over- 
head, simplified  circulation,  long 
shelf  life,  and  ability  to  cover  local 
events. 


CONCLUSIONS 

While  newspapers  are  read  more 
by  individuals  with  higher  educa- 
tion levels  and  higher  incomes,  par- 
ticularly men,  they  are  still  read  by 
large  numbers  of  the  target  audience. 
Data  were  not  available  to  deter- 
mine if  specific  sections  of  daily 
papers  are  more  popular  than  oth- 
ers, but  it  does  seem  some  special 
sections  offer  opportunities  to  carry 
information  about  diet  and  exercise, 
in  addition  to  front  page  news 
stories.  For  example,  sports,  life- 
style, and  food  writers  need  ideas 
and  information  for  diet  and  exer- 
cise stories  that  would  attract  read- 
ers in  this  audience.  Papers  striv- 
ing to  increase  minority  readership 
might  be  especially  willing  to  fea- 
ture issues  of  importance  to  black 
and  Hispanic  health. 


OTHER 
COMMUNICATION 
CHANNELS 

Mass  media  provide  an  efficient 
channel  to  reach  large  numbers  of 
people  with  information  in  health 
communication  programs.  The 
mass  media  can  effectively  be  used 
to  increase  personal  awareness  of 
an  issue,  attract  community  atten- 
tion to  a  subject,  demonstrate  spe- 
cific skills,  and  reinforce  healthy 
behaviors  (Office  of  Cancer  Com- 
munications, 1989).  Mass  media 
are  limited,  however,  in  making 
messages  relevant  to  individuals,  in 
responding  to  specific  barriers  and 
objections,  and  in  providing  either 
the  level  of  detail  or  emotional  and 
personal  support  which  may  be 
needed  to  modify  habits  success- 
fully. For  those  reasons,  health 
communication  programs  look  to  a 
variety  of  other  channels  which  can 
provide  information,  offer  support, 
and  be  a  community  focus  for 




Figure  10.  Adult  Newspaper  Readership  by  Race,  Ethnicity,  and  Educational  Attainment 

 (In  percent)  
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Source:  American  Demographics,  1988. 
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Figure  11.  Adult  Daily  Newspaper  Readership  by  Race,  Ethnicity,  and  Household  Income 
  (In  percent)  
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health  information  and  program- 
ming. These  community  channels 
appear  to  be  particularly  important 
in  reaching  audiences  who  are  not 
actively  seeking  health  information 
through  traditional  outlets. 

PUBLIC  AND  CIVIC 
ACTIVITIES  AND  GROUP 
MEMBERSHIP 

One  way  of  determining  which 
community  channels  can  reach  an 
audience  is  to  find  out  the  type  of 
activities  in  which  audience  mem- 
bers participate  and  the  groups  to 
which  they  belong.  Data  from  Sim- 
mons regarding  the  public  and  civic 
activities  of  white,  black,  and  His- 
panic adults  ages  25  to  64  are  pre- 
sented in  Table  36.  Only  small  per- 
centages of  adults  ages  25  to  64  years 
have  ever  participated  in  public  or 
civic  activities.  The  percentage  of 
those  with  12  or  fewer  years  of  edu- 
cation who  report  having  ever  done  a 
public  activity  is  even  smaller.  Table 
36  presents  the  percentage  of  25-  to 
64-year-olds  who  have  ever  done 
selected  public  activities.  Voting  in 


a  Federal,  State,  or  local  election  was, 
by  far,  the  activity  performed  by 
the  greatest  percentage  of  whites, 
blacks,  and  Hispanics;  however, 
fewer  than  half  of  the  whites,  and 
only  about  one-third  of  black  and 
Hispanic  adults  ages  25  to  64  with 
12  or  fewer  years  of  education  had 
ever  voted.  Non-political  volunteer 
work  was  a  distant  second  for  whites 
(16.9  percent);  fundraising  ranked 
second  among  blacks  (10  percent); 
and  writing  to  a  TV  or  radio  station 
(9.3  percent)  was  second  among 
Hispanics.  Of  all  25-  to  64-year-old 
adults  regardless  of  level  of  educa- 
tion, 28.8  percent  of  Hispanics,  21 
percent  of  blacks,  and  16.8  percent 
of  whites  had  never  done  any  of 
these  activities.  The  numbers  of 
nonparticipation  are  even  higher 
among  the  target  populations — 
21.4  percent  of  whites,  23  percent  of 
blacks  and  32  percent  of  Hispanics. 

Table  37  presents  data  regarding 
the  types  of  groups  and  associations 
to  which  Simmons  respondents 
belong.  As  can  be  seen,  even  though 


America  is  noted  as  the  country  of 
affiliative  groups,  the  number  be- 
longing to  any  single  type  of  orga- 
nization is  very  small.  In  fact,  of 
adults  with  12  or  fewer  years  of 
education,  40.9  percent  of  whites, 
34.7  percent  of  blacks,  and  44.8  per- 
cent of  Hispanics  do  not  belong  to 
any  of  the  groups  included  in  the 
survey. 

Among  respondents  with  12  or 
fewer  years  of  education,  participa- 
tion is  highest  on  church  boards, 
with  5.4  percent  of  whites  and  9.6 
percent  of  blacks  indicating  mem- 
bership on  church  boards.  Mem- 
bership on  a  board  clearly  indicates 
greater  involvement  than  church 
membership  which  is  not  tracked 
by  Simmons. 

Union  membership  was  relatively 
high,  with  union  membership  re- 
ported by  7.4  percent  of  whites,  5.0 
percent  of  blacks,  and  4.0  percent  of 
Hispanics.  Whites  (3.4  percent)  and 
blacks  (3.0  percent)  also  indicated 
belonging  to  health  clubs.  Interest- 


Table  36.  Public  Activities  Ever  Done  by  25-  to  64-Year-Olds  According  to  Race,  Ethnicity,  and  Level 

of  Educational  Attainment:  United  States,  1988 

TOTAL 

WHITES 

BLACKS 

HISPANICS 

PUBUC  ACTIVITIES 
EVER  DONE 

Voted  in  Federal/State/ 
Local  Election 

All 
54.77 

High 
ocnooi 
or  Less 

47.29 

All 
57.19 

High 
Dcnooi 
or  Less 

49.82 

All 
37.27 

High 
Dcnooi 
or  Less 

33.91 

All 
39.77 

High 
School 
or  Less 

32.56 

Writtpn  to  Editor  of 
Magazine/Newspaper 

11.45 

8.56 

12.18 

9.13 

6.31 

5.04 

8.04 

6.44 

Written  to  Radio/ 
TV  Station 

13.26 

11.23 

14.09 

12.04 

8.42 

6.90 

12.02 

9.26 

Written  to  Elected 
Official 

13.22 

9.10 

14.14 

9.93 

6.92 

4.50 

9.53 

5.08 

Written  Something  and 
Published 

7.93 

5.51 

8.52 

5.98 

4  f\/- 

4.06 

3.15 

6.36 

Visited  Elected  Official 

7.25 

5.61 

7.52 

5.93 

4.81 

3.80 

5.06 

* 

Active  in  Local  Civic 
Issue 

10.63 

7.35 

11.24 

7.95 

6.59 

4.09 

7.34 

* 

Worked  for  Political 
Party/Candidate 

7.47 

5.80 

7.82 

6.16 

5.16 

4.07 

6.20 

* 

Fund  Raising 

16.04 

12.36 

16.67 

12.91 

12.86 

10.00 

11.47 

6.39 

Volunteer  Work 
(Non  Political) 

20.11 

15.60 

21.39 

16.87 

11.61 

8.17 

14.10 

8.89 

None  of  These 

17.56 

21.91 

21.43 

16.76 

23.03 

21.03 

31.97 

28.77 

*Number  of  respondents  was 

too  small  for  statistical  reliability. 

Source:  Simmons  Market  Research  Bureau,  Inc.,  1988 

ingly,  membership  in  the  Amer-ican 
Association  of  Retired  Persons 
( AARP)  was  reported  by  6.8  percent 
of  whites  with  12  or  fewer  years  of 
education.  AARP  membership  can 
begin  at  50.  When  data  are  not 
presented  regarding  blacks  and 
Hispanics,  numbers  were  not  large 
enough  for  statistical  reliability. 

CONCLUSIONS 

These  figures  underscore  the  chal- 
lenge to  health  communication  of 
getting  community  groups  active  in 
the  dissemination  of  health  infor- 


mation and  the  support  of  healthy 
behaviors.  Even  when  many  na- 
tional groups  actively  participate  in 
national  public  education  pro- 
grams, their  combined  efforts  reach 
only  a  small  percentage  of  the 
population.  Of  greatest  importance 
to  health  educators  is  leveraging 
limited  resources  with  the  organi- 
zations that  can  effectively  reach 
the  largest  numbers  and  learning 
how  to  stimulate  action  at  the  com- 
munity level  where  contacts  can  be 
frequent  and  personal. 


RELIGIOUS 
INSTITUTIONS 

Churches  and  other  religious  insti- 
tutions are  frequently  cited  as  a 
potential  outlet  for  health  informa- 
tion and  a  site  for  health  promotion 
programs,  especially  for  blacks. 
Churches  clearly  play  an  important 
social  and  spiritual  role  in  commu- 
nities, and  are  especially  central  to 
many  black  communities.  Churches 
are  at  the  forefront  of  addressing 
social  needs  such  as  child  and  elder 
care,  help  for  the  needy,  and  issues 
such  as  drug  abuse  and  teen  preg- 


Table  37.  25-  to  64-Year-Olds  Belonging  to  Groups  and  Associations  According  to  Race,  Ethnicity,  and 

Level  of  Educational  Attainment:  United  States,  1988 
 (In  percent)  


TOTAL 


WHITES 


BLACKS 


HISPANICS 


MEMBERS  OF 

High 
School 

High 
School 

High 
School 

High 
School 

All 

or  Less 

All 

or  Less 

All 

or  Less 

All 

or  Less 

School  or  College  Board 

3.14 

2.98 

3.16 

2.95 

3.08 

3.14 

* 

+ 

Hospital  Board 

1.49 

1.18 

1.40 

1.01 

2.01 

* 

* 

* 

Church  Board 

7.03 

5.91 

6.84 

5.38 

8.88 

9.59 

4.46 

Art  Associations 

2.63 

1.50 

2.74 

1.49 

2.07 

* 

* 

Business  Clubs 

3.39 

1.70 

3.65 

1.83 

* 

* 

* 

Union 

7.62 

7.08 

7.88 

7.37 

5.64 

5.03 

5.86 

4.03 

Fraternal  Orders 

4.86 

4.16 

5.10 

4.32 

3.44 

* 

* 

* 

Religious  Clubs 

2.29 

1.72 

2.36 

1.83 

* 

* 

* 

+ 

Civic  Qubs 

2.08 

1.25 

2.20 

1.37 

* 

* 

* 

AARP 

6.74 

6.06 

7.36 

6.81 

2.77 

* 

3.78 

* 

Veterans  Clubs 

3.50 

3.54 

3.80 

* 

* 

* 

* 

+ 

■     r\iir\tiM7  t  nine 

v^ountry  uuds 

Z.10 

1  /IS 
1.40 

L.oL 

1  KA 
1.D4 

* 

* 

Health  Club 

4.93 

3.34 

5.09 

3.44 

3.98 

3.03 

4.67 

* 

Body  of  Local  Government 

1.54 

1.24 

1.63 

1.34 

* 

* 

Environment  Organization 

2.05 

.92 

2.32 

1.04 

* 

* 

* 

* 

Regional  Development 
Committee 

.75 

.55 

.76 

.60 

* 

* 

None  of  These 

37.82 

40.06 

37.94 

40.87 

35.86 

34.68 

41.10 

44.82 

*Number  of  respondents  too  small  for  statistical  reliability. 
Source:  Simmons  Market  Research  Bureau,  Incv  1988. 


nancy.  In  a  study  of  the  outreach 
activities  of  black  churches,  few  had 
health  on  their  already  crowded 
agendas  (Billingsley  and  Rouse, 
1988). 

The  interest  in  churches  as  poten- 
tial channels  of  information  was 
strong  enough  to  explore  the  issue 
in  some  detail  with  the  focus  group 
participants.  A  majority  of  the  white 
and  black  focus  group  participants 
felt  that  churches  would  be  appro- 
priate outlets  for  health  information. 

"They're  helping  you  live  long- 
er, so  they're  showing  that  they 
care  about  the  community,  care 
about  a  person  as  a  person." 


"The  Bible  says  your  body  is 
a  temple,  and  you  have  to 
take  care  of  it,  so  they're  help- 
ing you  take  care  of  your 
body." 

"You  know  the  people  there 
and  you  feel  more  comfort- 
able and  it  would  probably  be 
more  like  a  social  thing,  and 
you'd  get  this  added  benefit, 
whether  it  be  nutrition,  exer- 
cise, whatever." 

"I  think  anything  having  to 
do  with  life,  day  to  day  living, 
I  think  the  church  should  be 
in  on.  And  the  church  has 
always  been  the  strong  part 
of  the  black  community,  in 
black  people's  lives  and  al- 
ways will  be." 


These  respondents  did  draw  the 
line,  however,  on  how  such  infor- 
mation should  be  provided.  It  was 
definitely  not  seen  as  appropriate 
to  include  health  messages  in  the 
church  service  or  sermon.  Respon- 
dents were  favorable  to  the  idea  of 
written  materials  being  available  at 
the  entrance  to  the  church  and  of 
classes  (in  the  basement  or  social 
hall)  during  the  week. 

In  the  focus  groups,  Hispanic  par- 
ticipants stated  their  churches  spon- 
sor social  activities  and  programs 
for  the  needy,  alcohol  and  drug 
abusers,  and  the  widowed.  None 
had  knowledge  of  any  health  pro- 
grams offered  by  their  churches. 
When  asked  how  they  would  feel 


about  their  church  offering  programs 
and  information  on  health,  diet, 
and  exercise  some  thought  it  was  a 
good  idea  and  others  did  not. 

"I  wouldn't  like  that  in 
church." 

"I  go  to  a  Catholic  Church 
and  they  don't  have  anything 
like  that." 

"I  would  be  surprised  be- 
cause I  have  never  heard  talk 
about  things  like  that  in 
church." 

"If  you  believe  in  your  reli- 
gion, you  would  believe  in 
what  the  church  says." 

"I  think  I  would  believe  it  if  it 
was  said  in  church." 

CONCLUSIONS 
In  some  communities,  and  with 
specific  populations,  churches  might 
well  prove  to  be  valuable  outlets 
for  health  information  and  health 
programming.  However,  with  their 
already  full  agendas,  churches 
would  need  to  be  cultivated  and 
supported  in  the  same  ways  that 
other  potential  communication 
channels,  for  example  schools, 
worksites,  or  the  media,  would  be. 
Any  programming  would  need  to 
be  sensitive  to  church  leaders'  and 
members'  views  about  the  appro- 
priateness of  the  topic  within  spiri- 
tual institutions. 

Rather  than  trying  to  get  major 
programs  underway,  some  simple 
ideas  that  expand  on  what  religious 
institutions  already  do  might  be  an 
appropriate  start.  For  example, 
people  who  cook  for  church  sup- 
pers might  be  willing  to  experi- 
ment by  offering  a  low-fat  meal. 
A  basic  kit  that  includes  recipes, 
labels  with  nutritional  information 
for  the  dishes,  and  some  handouts 
would  be  helpful  to  get  started. 
Simple,  flexible  materials  put  into 
the  hands  of  active  parishioners 
might  yield  some  interesting  re- 
sults. 


CREDIBLE  SOURCES 
OF  HEALTH 
INFORMATION 

The  issue  of  where  the  target  audi- 
ence is  currently  seeing  or  hearing 
information  about  health  and  who 
they  feel  are  credible  sources  of 
health  information  was  explored  in 
the  focus  groups.  While  most  re- 
spondents said  they  would  tend  to 
believe  information  that  stated  their 
chances  of  staying  healthy  could  be 
improved  by  diet  and  exercise  hab- 
its, many  qualified  the  response  by 
spontaneously  mentioning  the 
importance  of  the  credibility  of  the 
source. 

"It  depends  on  who  the  per- 
son is.  If  it  was  a  doctor  or 
someone  I  trusted,  then  yes. 
I  just  can't  believe  anything 
anyone  says." 

"I  trust  what  the  doctor  tells 
me  about  this  type  of  infor- 
mation— what  I  should  eat, 
exercise,  and  drink." 

"It  would  depend  on  who  the 
advisor  was — someone  hung 
up  on  health  foods,  a  vegetar- 
ian, a  Cambridge  diet  person, 
a  doctor — I'd  have  to  think 
about  where  the  source  came 
from." 

"When  Ralph  Nader  says  it, 
I'll  believe  it." 

DOCTORS  AND  OTHER 
MEDICAL  SOURCES 

Most  Hispanic  men  and  women 
and  white  women  were  able  to  list 
many  reliable  sources  of  health 
information,  such  as  libraries  and 
hospitals,  citing  advertisements 
and  mailings  from  hospital  health 
promotion  programs.  However, 
they  tended  to  trust  a  doctor  before 
anyone  else. 

"I  trust  a  doctor,  because 
someone  like  that  will  have 
that  type  of  knowledge." 


"The  doctor  knows  best...the 
doctor  would  be  the  best 
source." 

"I  would  go  to  a  doctor,  that 
would  be  someone  I  would 
have  confidence  in." 

This  trust  of  doctors  was  not  uni- 
versal, however. 

"I  am  not  sure.  I  feel  that  my 
husband  went  to  hospitals 
and  doctors,  and  he  died." 

"Staying  away  from  doctors 
will  keep  you  healthy." 

"Stay  away  from  them. 
They'll  bury  you." 

White  men  and  black  men  and 
women  were  more  hesitant  about 
suggesting  sources  of  health  infor- 
mation. In  some  groups,  nobody 
responded  to  the  question  when 
asked,  "Where  would  you  go  to  get 
information  on  your  health,  diet, 
and  exercise?"  Those  who  did 
respond  would  not  necessarily 
trust  what  a  doctor  said  without 
also  relying  on  their  own  sense  of 
what  is  right  for  them. 

"I  listen  to  my  own  body  and 
my  common  sense... I  would 
not  trust  them  [doctors]  to  the 
point  where  I  would  follow 
directly  behind  them.  I 
would  think  about  it  and  do 
my  own  searching,  too." 

Participants  in  nine  of  the  24  groups 
specifically  mentioned  dietitians 
and  nutritionists  as  sources  of  in- 
formation, but  they  were  not  pressed 
on  what  they  meant  or  where  they 
would  find  a  reliable  practitioner. 

THE  GOVERNMENT 

Participants  were  asked  what  they 
thought  of  the  government  as  a 
source  of  health  information. 
Opinions  ranged  from  complete 
trust  to  total  distrust.  Participants 
in  six  groups  were  favorable  to  the 
government  as  a  source,  though 
they  often  cited  other  sources  such 


as  hospitals  as  more  credible.  In 
other  groups  die  response  to  gov- 
ernment was  very  negative. 

"You  can't  trust  the  govern- 
ment at  all.  Look  at  all  the 
food  they  give  away  thaf  s 
bad  for  you,  like  cheese  and 
butter.  They're  just  full  of 
crap." 

"The  government's  all  politi- 
cians and  big  business. 
I  definitely  wouldn't  believe 
them." 

"I  can't  believe  a  word  they 
say.. .some  pharmacy  com- 
pany or  something  pays  off 
somebody  in  Washington." 

Hispanics  viewed  government 
"propaganda"  as  believable.  Many 
stated  they  would  want  material  in 
writing  to  keep,  would  trust  it  more 
if  it  were  free  than  if  they  had  to  pay 
for  it,  and  thought  it  should  be  bi- 
lingual. 

THE  MEDIA 

Participants  were  asked  where  they 
had  recently  seen  or  heard  informa- 
tion about  health,  diet,  and  exercise 
and  what  they  thought  about  it. 
Television  was  widely  credited  as 
the  place  they  had  seen  or  heard 
health  information,  with  respon- 
dents mentioning  talk  shows,  news 
programs,  and  commercials  as  their 
sources. 

"On  cable  TV  they  have  a 
health  program.  They're  all 
the  time  telling  you  to  do  this 
and  do  the  other." 

"On  television — I  like  watch- 
ing the  cooking  shows  and  a 
lot  of  times  they  show  diet 
foods.  They  tell  you  what's 
good  for  you." 

Commercials  for  Richard  Simmons 
exercise  videos  and  "Deal  a  Meal" 
program  were  often  mentioned  in 
areas  where  those  commercials  were 
running.  It  points  to  a  common 
trend  among  these  participants  to 
use  commercials  as  a  source  of  infor- 


mation, and,  even  if  the  product  is 
ignored,  to  extract  an  underlying 
message  about  health  and  health 
behavior. 

Individuals  in  several  groups  cited 
reputable  magazines  as  a  source  of 
information,  specifically  mention- 
ing Good  Housekeeping,  Consumer 
Reports,  and  Running.  Overall,  few 
respondents  mentioned  magazines 
as  a  source  of  information. 

A  few  respondents  mentioned  news- 
paper articles  as  a  source  of  infor- 
mation. This  response  was  most 
true  in  San  Jose  where  the  "Medi- 
cine" section  of  the  newspaper  was 
cited  and  is  known  for  high  caliber 
reporting. 

Some  respondents  mentioned  spe- 
cific radio  shows  hosted  by  physi- 
cians as  sources  of  information.  For 
example,  Dr.  Rico  Perez  in  Miami 
was  widely  cited  as  talking  about 
dieting.  Others  reported  receiving 
confusing  messages  from  radio,  for 
example,  a  Paul  Harvey  report  on  a 
study  in  which  people  "that  ate  a 
lot  of  bran  and  baked  instead  of 
fried  foods  didn't  have  any  lower 
rate  of  heart  attacks  or  anything." 

CONCLUSIONS 

Determining  how  a  source  of  infor- 
mation will  be  perceived  is  very 
important  in  communicating  with 
this  audience.  Among  some  focus 
group  participants,  predominantly 
black  men  and  women  and  white 
men,  there  appeared  to  be  a  dis- 
trust of  institutional  sources  and  a 
skepticism  of  medical  sources. 
Some  of  the  skepticism  was  linked 
with  a  distrust  of  advice  offered  by 
individuals  or  groups  with  a  profit 
motive.  Such  distrust  would  need 
to  be  overcome  or  addressed  for 
health  messages  to  be  effective. 
Groups  viewed  as  on  the  side  of  the 
consumer  such  as  Ralph  Nader  and 
Consumer  Reports  had  a  more  favor- 
able image.  Enlisting  consumer  ac- 
tivists and  using  a  comparison  ap- 
proach that  is  popular  in  consumer 


circles  might  be  one  way  to  engage 
some  members  of  this  audience 
and  overcome  credibility  barriers. 
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CHAPTER  SEVEN 


IMPLICATIONS  FOR  HEALTH  PROMOTION 
AND  DISEASE  PREVENTION 


The  purpose  of  this  project  was  to 
gain  a  better  understanding  of  how 
American  adults  of  lower  SES  per- 
ceive health  and  their  knowledge, 
attitudes,  and  beliefs  about  diet, 
exercise,  and  weight  control.  One 
of  the  questions  raised  at  the  outset 
was  whether  this  population  was 
indeed  "hard  to  reach."  What  the 
project  defined  is  not  so  much  a 
population  that  is  hard  to  reach, 
but  rather  one  that  is  reached  daily 
by  the  health  claims  of  commercial 
advertising.  Rather,  the  label  of 
"hard-to-reach"  came  to  mean  a 
segment  of  the  population  not 
linked  into  the  usual  channels  of 
health  information,  such  as  televi- 
sion news,  newspapers,  books,  and 
magazines.  This  group  is  charac- 
terized by  people  who  do  not  seek 
out  health  information  on  their  own 

—  people  whose  fundamental  be- 
liefs and  attitudes  about  health  do 
not  guide  them  to  interpret  new 
health  information  and  data  in  the 
same  way  as  people  who  have  a 
greater  general  understanding  of 
technical  and  scientific  information 

—  people  whose  perceptions  about 
chronic  disease  and  how  to  prevent 
it  do  not  include  personal  behav- 
iors. In  short,  it  is  a  group  of  people 
who  have  not  yet  accepted  the  un- 
derlying premise  of  disease  preven- 
tion and  health  promotion,  much 
less  mastered  its  nuances. 

From  the  focus  groups,  however,  it 
also  seems  that  many,  though  not 
all,  in  this  audience  were  interested 
in  doing  better  although  they  were 


not  actively  seeking  out  the  steps 
they  could  take.  Rather,  informa- 
tion would  need  to  come  to  them  in 
ways  they  could  understand  before 
change  would  be  realistic  to  expect. 
To  compel  action,  information 
would  also  need  to  overcome  barri- 
ers of  cost  and  convenience  that 
govern  day-to-day  decision  making 
within  this  audience. 

MAKING  HEALTH 

PROMOTION 

MEANINGFUL 

TO  MORE  AMERICANS 

The  findings  from  this  research  do 
not  allow  for  complacency  about 
current  health  promotion  achieve- 
ments. Rather,  the  research  shows 
that  health  promotion  information 
and  practice  have  eluded  many  of 
the  very  people  for  whom  they  are 
intended.  Health  promotion  profes- 
sionals usually  assume  that  one 
accepts  that  there  is  a  role  one  can 
play  in  improving  one's  health 
risks.  That  premise  is  insufficient 
for  communicating  with  the  audi- 
ence described  in  this  report. 
Health  promotion's  message  is  not 
reaching  them  in  ways  they  can 
understand  and  in  ways  that  match 
with  their  beliefs  and  attitudes 
about  their  health. 

Change  in  health  communication 
programs  will  be  necessary  for  con- 
tinued progress  against  some  of  the 
nation's  major  causes  of  death. 
Some  specific  directions  were  sug- 
gested in  the  focus  groups  — 


acknowledging  the  role  of  heredity 
in  health;  focusing  on  recom- 
mended behaviors  and  skills  rather 
than  on  diseases  that  seem  distant 
and  uncontrollable  to  this  audience; 
overcoming  misconceptions  that 
taking  care  of  yourself  is  costly  and 
inconvenient;  making  recom- 
mended behaviors  practical  so  they 
"fit  in"  with  day-to-day  life;  and 
urging  physicians  and  other  health 
professionals  to  play  a  direct  and 
supportive  role  with  this  aspect  of 
their  patients'  care. 

AN  IMPORTANT  ROLE 
FOR  PHYSICIANS 

Focus  group  participants  often 
relied  on  "my  doctor  told  me"  or 
"if  my  doctor  told  me"  to  justify 
continuing  all  types  of  unhealthy 
behaviors.  Clearly,  the  role  of  how 
medical  professionals  communi- 
cate, directly  and  by  omission,  has 
an  impact  on  their  patients'  percep- 
tions of  what  they  should  and 
should  not  do.  Health  profession- 
als may  not  be  communicating 
effectively  with  patients  or  may  not 
be  concerned  at  all  about  some  of 
these  behaviors  in  their  patients. 
This  premise  appeared  especially 
true  for  weight  loss,  where  some 
people  relied  on  physicians  not 
mentioning  weight  as  an  endorse- 
ment of  their  condition.  Efforts  to 
involve  health  professionals  more 
consistently  and  effectively  in  the 
communication  of  information 
about  behavioral  risk  factors  would 
provide  important  support  and 
direction  to  this  audience. 


A  UNIFIED  APPROACH 
INDICATED 

The  present  orientation  of  health 
promotion  programs — disease  by 
disease — will  probably  continue  to 
elude  this  audience.  Mention  of 
diseases,  over  which  they  perceive 
little  control,  may  not  draw  and  hold 
their  attention.  (Focus  group  par- 
ticipants were  interested  in  the 
specifics  of  what  to  eat  and  how 
and  when  to  exercise.)  A  more 
unified  approach,  focusing  on  desir- 
able behaviors  and  skills,  may  well 
be  a  more  appropriate  and  efficient 
way  to  reach  this  audience. 

LONG-TERM 
COMMITMENT  NEEDED 

For  heal  tli  messages  to  overcome 
these  constraints,  several  strategies 
are  needed.  This  project  reinforces 
the  importance  of  involving  family 
and  social  support  networks  in  the 
interpersonal  communication  of 
health  messages.  Practical,  envi- 
ronmental constraints  imposed  by 
jobs  and  daily  circumstances  must 
also  be  addressed  if  change  is  to  be 
initiated  and  sustained.  The  medi- 
cal profession  needs  to  adopt  an 
active  and  supportive  role  in  help- 
ing individuals  understand  the  rela- 
tion of  personal  behavior  to  health 
status.  All  this  change  will  take 
time,  energy,  and  commitment. 

The  "early  adopters"  of  healthy 
practices  have  done  so  with  rela- 
tively little  urging.  For  that  group, 
information  alone  has  been  suffi- 
cient to  encourage  a  change  in  daily 
lifestyle  practices  to  benefit  health. 
Others,  such  as  this  audience,  are 
more  hesitant  to  do  so.  Straightfor- 
ward information  alone  will  not 
suffice. 

The  concept  of  health  promotion 
needs  to  be  broadened  beyond 
individual  behavioral  change  to 
incorporate  collective  changes  in 
the  environment.  This  audience 
will  benefit  greatly  from  system- 
wide  changes  that  make  healthy 


choices  easy  to  make  and  sustain. 
For  example,  the  confusion  arising 
from  conflicting  health  claims  on 
foods  may  be  lessened  with  new 
labeling  regulations.  The  training 
of  food  service  personnel  could  in- 
crease access  to  healthy  menu  selec- 
tions in  worksite  cafeterias.  And 
greater  access  to  safe  facilities  for 
regular  physical  activity  would 
reduce  sedentary  practices.  Similar 
changes  will  be  needed  to  spur  the 
pace  of  healthy  change  among  this 
population. 

THE  MEANING  OF 
CULTURALLY  RELEVANT 

Culturally  relevant  materials  and 
programs  are  often  called  for  but 
seldom  discussed  in  detail.  This 
project  clarified  some  parameters 
for  cultural  relevancy  beyond  eth- 
nic/racial representation  in  photos 
and  illustrations  and  language. 

Somewhat  surprisingly,  more  simi- 
larities than  differences  were  ap- 
parent in  the  focus  group  partici- 
pants' attitudes  and  beliefs  about 
health,  their  reported  practices  and 
behaviors,  and  their  perceptions 
about  the  link  of  healthy  behavior 
to  the  prevention  of  chronic  dis- 
ease. In  the  broadest  sense,  for  this 
audience,  cultural  relevancy  must 
ensure  a  fundamental  understand- 
ing of  the  meaning  of  health  and 
behavior  that  is  reflected  in  pro- 
grams and  messages. 

But  the  mixture  of  mainstream  habits 
and  practices  with  racial /ethnic, 
age  group,  and  gender  preferences 
suggests  that  the  closer  the  message 
gets  to  the  individual,  the  more 
people  want  to  be  able  to  feel  that  it 
is  "like  them"  and  personally  rel- 
evant. Change  must  fit  into  the 
context  of  their  daily  lives.  In  this 
respect,  cultural  relevancy  must  also 
take  into  account  daily  practices, 
for  instance,  addressing  the  foods 
purchased  at  convenience  stores 
and  ethnic  markets. 


For  health  communication  pro- 
grams, the  similarities  suggest  that 
some  unified  themes  could  be  de- 
veloped that  are  readily  adaptable 
for  multiple  uses  and  multiple 
audiences.  It  also  means  there  are 
no  simple  rules  for  achieving  cul- 
tural harmony,  but  careful  work 
and  analysis  required  for  each 
program  idea. 

DIFFERENCES 
AMONG  THE  TOPICS 
OF  DIET,  EXERCISE,  AND 
WEIGHT  CONTROL 

The  focus  group  participants  had 
very  different  levels  of  exposure  to 
information  regarding  the  role  of 
three  behavioral  risk  factors  of  con- 
cern to  this  project  —  diet,  exercise, 
and  weight  control.  For  nutrition, 
so  many  sources  of  information 
have  been  available  that  some 
people  have  been  turned  off  by  the 
apparently  conflicting  advice. 
What  may  appear  to  be  a  high 
degree  of  knowledge  and  under- 
standing about  dietary  issues  may 
simply  be  familiarity  with  dietary 
buzz  words  and  impressions 
gained  from  food  advertising.  Pre- 
senting information  about  what  to 
eat,  rather  than  what  to  avoid,  is 
more  appealing  to  people  and 
might  help  to  reduce  some  of  the 
confusion. 

More  collaboration  and  coordina- 
tion among  nutrition  education  pro- 
grams for  the  prevention  of  sepa- 
rate diseases  would  help  to  bring 
some  of  the  fragmented  informa- 
tion together  for  this  audience  and 
reinforce  the  collective  health  ben- 
efits of  a  healthy  diet.  Skills,  not 
epidemiology,  choices,  not  statis- 
tics, are  what  this  audience  needs. 
The  next  step  for  nutrition  educa- 
tion is  a  closer  link  of  diet  to  the 
related  factors  of  exercise  and 
weight  control.  This  linking  would 
help  provide  a  better  context  for  the 
trade-offs  that  are  being  made 
among  the  various  risks. 


Exercise  is  generally  viewed  as 
good  for  people,  an  idea  also  prof- 
fered through  advertising.  The 
audience  is  more  "neutral"  about 
exercise  than  about  diet,  probably 
reflecting  the  lack  of  attention  to 
this  topic  generally.  Progress  will 
require  consensus  regarding  the 
public  health  message.  If  the  mes- 
sage is  to  be  that  regular  physical 
activity  at  a  moderate  level  of  in- 
tensity is  beneficial,  the  commonly 
held  view  of  exercise  as  vigorous 
calisthenics  will  need  to  be  ad- 


dressed. Any  efforts  to  promote 
more  active  lifestyles,  furthermore, 
should  be  extended  beyond  the 
project  population  to  the  general 
population  since  physical  activity 
is  neglected  by  most  people. 

Of  the  three  topics,  weight  control 
is  the  one  most  closely  tied  to  cul- 
tural perceptions  of  what  is  appro- 
priate and  attractive.  These  beliefs 
are  not  easy  to  overcome.  If  the 
primary  motivation  is  to  look  better 
and  one  thinks  he  or  she  looks  just 


fine,  weight  loss  will  not  come 
easily.  However,  the  work  with  the 
obese  provides  a  rich  store  of  infor- 
mation on  encouraging  and  main- 
taining weight  loss  that  could  im- 
prove efforts  for  the  public.  Be- 
cause of  the  sensitivity  of  the  topic, 
weight  loss  should  not  be  pro- 
moted out  of  the  context  of  a 
healthy  diet  and  lifestyle.  Public 
education  needs  to  emphasize  the 
integral  role  that  these  factors  play 
in  maintaining  weight  and  deriving 
lasting  health  benefits. 


APPENDIX  A 


PARTICIPANT  SCREENER 

Hello,  my  name  is   .  and  I'm  calling  from  ,  a  local  market  research  firm.  We  are 

interested  in  finding  people  to  participate  in  a  group  discussion  about  health  issues.  The  group  will  take  place  on 
(DAY,  DATE),  here  in  our  offices  at  (GIVE  LOCATION).  There  will  be  about  10  other  people  like  yourself  in  the 
group  and  a  moderator.  Nothing  will  be  sold  at  the  session;  we  are  just  interested  in  your  opinion.  We  will  be 

serving  refreshments  and  will  pay  you  $         in  cash  for  your  time.  Do  you  think  you'll  be  available  for  about 

two  hours  on  that  evening? 

Yes  CONTINUE 
No  TERMINATE 

Okay,  great!  I  have  just  a  few  questions  to  ask  you  to  see  which  group  best  fits  you.  (CONTINUE 
WITH  QUESTION  1) 

la.    First,  in  the  past  six  months  have  you  participated  in  any  market  research  discussions  where  you  spent  about 
two  hours  with  about  10  other  people  and  were  paid  for  your  time? 

Yes  TERMINATE 
No  CONTINUE 

lb.    Do  you  or  any  member  of  your  family  work  for. .  .READ  LIST 

 A  market  research  company 

 An  advertising  firm 

 A  marketing  department 

 Any  type  of  food  service 

 Or  any  health-related  areas 

(IF  "YES"  TO  ANY  —  TERMINATE) 

2.      Which  of  the  following  categories  includes  your  age? 

Are  you. .  .READ  LIST  AND  RECORD  BELOW,  FOLLOWING  INSTRUCTIONS: 


.  Under  25  .TERMINATE 

.25  -  34  CONTINUE  - 

.35  -  44  .....CONTINUE  - 

.45  -  54  CONTINUE  - 

.55  -  64  CONTINUE  - 


OBTAIN  A  MIX; 
RECRUIT  FOR  GROUP  B 

OBTAIN  A  MIX; 
RECRUIT  FOR  GROUP  A 


65  and  over  TERMINATE 


Are  you  currently. .  .READ  LIST  AND  RECORD  BELOW 

 Married   

 Single 

 Divorced/widowed/separated  


OBTAIN  A  MIX 


What  is  the  highest  level  of  education  you  have  completed?  Is  it. .  .READ  LIST  AND  RECORD  BELOW, 
FOLLOWING  INSTRUCTIONS: 


OBTAIN  A  MIX 


 Some  grade  school  CONTINUE  — 

 Grade  school  CONTINUE 

 Some  high  school  CONTINUE 

 High  school  graduate  CONTINUE  — 

 Some  college  and  above  ....TERMINATE 

Have  you  or  anyone  in  your  household  been  treated  by  a  doctor  for  any  sort  of  chronic  health  problem  such 
as  cancer,  heart  disease,  high  blood  pressure,  high  cholesterol,  diabetes,  or  hypertension? 

 Yes  TERMINATE 

 No  CONTINUE 

Do  you  consider  yourself. .  .READ  UST  AND  RECORD  BELOW,  FOLLOWING  INSTRUCTIONS: 

Thinner  than  average   ,  recruit  6  PER  GROUP 

(TRY  FOR  3  OF  EACH) 

RECRUIT  6  PER  GROUP 


 About  average 

 Heavier  than  average 


And  are  you. .  .READ  LIST  AND  RECORD  BELOW,  FOLLOWING  INSTRUCTIONS: 

 Black  PHILADELPHIA,  RICHMOND,  CHICAGO,  OAKLAND: 

CHECK  SEX  BELOW  AND,  IF  QUALIFIED,  CONTINUE  WITH 
QUESTION  8  ON  PAGE  81 


OTHERS: 


TERMINATE 


DO  NOT  ASK,  JUST  RECORD: 
 Male 

Female 


PHILADELPHIA,  OAKLAND:  CONTINUE 

RICHMOND,  CHICAGO:  TERMINATE 

RICHMOND,  CHICAGO:  CONTINUE 

PHILADELPHIA,  OAKLAND:  TERMINATE 


.  White      BALTIMORE,  RICHMOND,  CHICAGO,  SAN  JOSE: 

CHECK  SEX  BELOW  AND,  IF  QUALIFIED, 

CONTINUE  WITH  PAGE  85 

Male       RICHMOND,  CHICAGO:  CONTINUE 

BALTIMORE,  SAN  JOSE:  TERMINATE 

Female    BALTIMORE,  SAN  JOSE:  CONTINUE 

RICHMOND,  CHICAGO:  TERMINATE 

.  Hispanic  SAN  JOSE,  SAN  ANTONIO,  MIAMI,  NEW  YORK: 

CHECK  SEX  BELOW  AND,  IF  QUALIFIED,  CONTINUE  WITH 
PAGE  83 


Male       SAN  JOSE,  NEW  YORK: 
SAN  ANTONIO,  MIAMI: 

Female    SAN  ANTONIO,  MIAMI: 
SAN  JOSE,  NEW  YORK: 

Other  TERMINATE 


CONTINUE 
TERMINATE 
CONTINUE 
TERMINATE 


8.      What  would  you  say  is  the  total  income  in  a  year  of  everyone  living  in  your  household. .  .RECORD  BELOW: 


9.      How  may  people  live  in  your  household,  including  children?. .  .RECORD  BELOW: 


NOTE:  USE  TABLE  ON  FOLLOWING  PAGE  TO  DETERMINE  ELIGIBILITY. 


ELIGIBILITY  TABLE 


12,100/ 
/ 14,299 

14,300/ 
/'. 16,199 

16,200/ 
/ 18399 

18,400/ 
/ £,299 

20,300/ 
/23,999 

24,000/ 
/28,099 

28,100/ 
/ 32,099 

32,100/ 
^6,099 

36,100/ 
/ 40,099 

40,100/ 
/45,099 

45,100/ 
/ 48,099 

48,100/ 
/52,099 

1 

B 

B 

A 

A 

2 

B 

B 

A 

A 

3 

B 

B 

A 

A 

4 

B 

B 

A 

A 

5 

B 

B 

A 

A 

6 

B 

B 

A 

A 

7 

B 

B 

A 

A 

8 

B 

B 

A 

A 

9 

B 

B 

A 

A 

A  -  Higher  $ 
B  -  Lower  $ 


NOTE:  AN  "A"  IN  THE  BOX  WHICH  CORRESPONDS  TO  RESPONDENT'S  INCOME /HOUSEHOLD  SIZE 
ABOVE  MEANS  THEY  QUALIFY  FOR  GROUP  A. 

A  "B"  MEANS  THEY  QUALIFY  FOR  GROUP  B. 

IF  THERE  IS  NOTHING  IN  THE  BOX,  RESPONDENT  DOES  NOT  QUAUFY  FOR  THE  GROUPS. 

YOU  MUST  CHECK  THEIR  AGE  AND  SEE  IF  THEIR  AGE  QUALEFIES  THEM  FOR  THE  SAME  GROUP  AS 
DOES  THEIR  INCOME /HOUSEHOLD  SIZE  BOX.  IF,  FOR  EXAMPLE,  SOMEONE  IS  25-34  AND  THUS 
QUALIHES  FOR  GROUP  B,  BUT  THERE  IS  AN  A  IN  THE  CHART  ABOVE,  THIS  RESPONDENT  DOES  NOT 
QUALIFY  FOR  THE  GROUPS. 


8.      With  which  ethnic  group  do  you  identify? 
INSTRUCTIONS: 


DO  NOT  READ  LIST.  RECORD  BELOW  AND  FOLLOW 


 Mexican-  American/Chicano 

SAN  JOSE,  SAN  ANTONIO: 

CONTINUE 

OTHERS: 

TERMINATE 

 Cuban 

MIAMI: 

CONTINUE 

OTHERS: 

TERMINATE 

 Puerto  Rican 

NEW  YORK: 

CONTINUE 

OTHERS: 

TERMINATE 

 Central  and  South  American 

ALL  CITIES: 

TERMINATE 

_  Other 

TERMINATE 

9.      What  would  you  say  is  the  total  income  in  a  year  of  everyone  living  in  your  household. ..RECORD  BELOW: 


10.    How  many  people  live  in  your  household,  including  children?  RECORD  BELOW: 


11.    Are  you  comfortable  speaking  Spanish?  RECORD  BELOW: 


NOTE:  USE  TABLE  ON  FOLLOWING  PAGE  TO  DETERMINE  ELIGIBILITY. 


ELIGIBILITY  TABLE 


12,100/ 

14,300/ 

16,200/ 

18,400/ 

20^00/ 

24,000/ 

28,100/ 

32,100/ 

36,100/ 

40,100/ 

45,100/ 

48,100/ 

/ 14,299 

/16,199 

/ 18,399 

/20,299 

/ 23,999 

/28,099 

/ 32,099 

/36,099 

/ 40,099 

/ 45,099 

/ 48,099 

/52,099 

1 

B 

B 

A 

A 

2 

B 

B 

A 

A 

3 

B 

B 

A 

A 

4 

B 

B 

A 

A 

5 

B 

B 

A 

A 

6 

B 

B 

A 

A 

7 

B 

B 

A 

A 

8 

B 

B 

A 

A 

9 

B 

B 

A 

A 

A  -  Higher  $ 
B  -  Lower  $ 


NOTE:  AN  "A"  IN  THE  BOX  WHICH  CORRESPONDS  TO  RESPONDENT'S  INCOME /HOUSEHOLD  SIZE 
ABOVE  MEANS  THEY  QUALIFY  FOR  GROUP  A. 

A  "B"  MEANS  THEY  QUALIFY  FOR  GROUP  B. 

IF  THERE  IS  NOTHING  IN  THE  BOX,  RESPONDENT  DOES  NOT  QUALIFY  FOR  THE  GROUPS. 

YOU  MUST  CHECK  THEIR  AGE  AND  SEE  IF  THEIR  AGE  QUALIHES  THEM  FOR  THE  SAME  GROUP  AS 
DOES  THEIR  INCOME /HOUSEHOLD  SIZE  BOX.  IF,  FOR  EXAMPLE,  SOMEONE  IS  25-34  AND  THUS 
QUALIHES  FOR  GROUP  B,  BUT  THERE  IS  AN  A  IN  THE  CHART  ABOVE,  THIS  RESPONDENT  DOES  NOT 
QUALIFY  FOR  THE  GROUPS. 


8.      What  would  you  say  is  the  total  income  in  a  year  of  everyone  living  in  your  household.. .RECORD  BELOW 


9.     How  many  people  live  in  your  household,  including  children?  RECORD  BELOW: 


NOTE:  USE  TABLE  ON  FOLLOWING  PAGE  TO  DETERMINE  ELIGIBILITY. 


ELIGIBILITY  TABLE 


12,100/ 
/ 1439 

14^00/ 
/ 16,199 

16,200/ 
/ 18399 

18,400/ 
/ >0,299 

20300/ 
/23,999 

24,000/ 
/28,099 

28,100/ 
/32,099 

32,100/ 
/36,099 

36,100/ 
/ 40,099 

40,100/ 
/ 15,099 

45,100/ 
/ 48,099 

48,100/ 
/52,099 

1 

B 

B 

A 

A 

2 

B 

B 

A 

A 

3 

B 

B 

A 

A 

4 

B 

B 

A 

A 

5 

B 

B 

A 

A 

6 

B 

B 

A 

A 

7 

B 

B 

A 

A 

8 

B 

B 

A 

A 

9 

B 

B 

A 

A 

A  -  Higher  $ 
B  -  Lower  $ 


NOTE:  AN  "A"  IN  THE  BOX  WHICH  CORRESPONDS  TO  RESPONDENT'S  INCOME /HOUSEHOLD  SIZE 
ABOVE  MEANS  THEY  QUALIFY  FOR  GROUP  A. 

A  "B"  MEANS  THEY  QUALIFY  FOR  GROUP  B. 

IF  THERE  IS  NOTHING  IN  THE  BOX,  RESPONDENT  DOES  NOT  QUALIFY  FOR  THE  GROUPS. 

YOU  MUST  CHECK  THEIR  AGE  AND  SEE  IF  THEIR  AGE  QUALIFIES  THEM  FOR  THE  SAME  GROUP  AS 
DOES  THEIR  INCOME /HOUSEHOLD  SIZE  BOX.  IF,  FOR  EXAMPLE,  SOMEONE  IS  25-34  AND  THUS 
QUALIHES  FOR  GROUP  B,  BUT  THERE  IS  AN  A  FN  THE  CHART  ABOVE,  THIS  RESPONDENT  DOES  NOT 
QUALIFY  FOR  THE  GROUPS. 


INVITATION  TO  GROUPS: 


Thanks  for  answering  my  questions.  The  group  that  best  fits  you  meets  on  (DAY,  DATE)  at  (TIME),  here  in  our 
offices  at  (GIVE  LOCATION).  The  session  will  last  two  hours,  and  start  and  end  on  time.  Refreshments  will  also 
be  served,  and  you  will  be  paid  $  in  cash  for  your  time. 

Will  your  schedule  permit  you  to  attend? 

Yes  CONTINUE 

No       THANK  AND  TERMINATE 

Great!  So  that  we  may  send  you  a  confirmation  letter  and  directions  to  our  office,  I  need  to  get  the  correct  spelling 
of  your  name,  and  your  address  and  phone  numbers. 

NAME   HOME  PHONE  


ADDRESS   WORK  PHONE 


CITY  STATE  ZIP. 


We  will  be  sending  you  a  confirmation  letter  and  directions  in  the  next  couple  of  days,  and  giving  you  a  reminder 
call  the  day  before  the  group.  If  you  have  any  questions  or  find  that  you  will  be  unable  to  attend,  please  call  my 
supervisor  at  (PHONE  NUMBER)  so  we  may  schedule  a  replacement  and  ensure  that  we  have  10  people  in  the 
group. 

Thanks  very  much  for  your  time!  Well  see  you  at  the  discussion  group. 


Recruited  by:   

Date:  

Confirmation  letter  sent  on: 
Confirmation  call  made  by: 


APPENDIX  B 


MODERATOR'S  GUIDE 

DATE:  August  21, 1989  (Revised) 


INTRODUCTION: 


SELF 

DISCLOSURE: 


TOPIC:  Health  Issues 


Hello.  My  name  is_ 


_and  I'm  the  moderator  today.  We'll  be  here  for  about  two 


hours,  and  the  purpose  of  today's  group  is  to  talk  about  issues  related  to  your  health. 


I'm  a  freelance  consultant — I  don't  work  for  any  particular  company.  I  travel  around  the 
country  talking  with  various  groups  of  people  about  different  products,  services,  and 
ideas. 


Feel  free  to  make  any  negative  or  positive  comment  about  any  of  the  things  we'll  be 
discussing  today.  I  have  nothing  to  sell  to  you;  I  did  not  design  any  of  the  materials  you 
might  see  today,  and  my  job  is  not  on  the  line! 

GROUND  RULES:         For  those  of  you  who  have  never  been  in  a  focus  group  before,  I'd  like  to  explain  a  few 

things:  The  microphones  go  back  to  that  set  of  audio  tape  machines.. .(transcripts,  re- 
ports, etc.).  The  mirror  behind  me  is  a  two-way  mirror. 

To  allow  conversation  to  flow  more  smoothly,  I  will  offer  the  following  ground  rules,  so 
we'll  all  be  moving  in  the  same  direction: 


1.     Please  talk  one  at  a  time  and  in  a  voice  at  least  as  loud  as  mine. 


2.  I'd  like  to  thank  you  for  two  things:  arranging  your  schedules  to  be  here, 
and  for  voicing  your  opinions! 

3.  I  need  to  hear  from  all  of  you  during  the  course  of  the  conversation,  but  you 
do  not  need  to  answer  every  question. 

4.  You  do  not  need  to  address  all  of  your  comments  to  me  to  get  them 
on  the  table.  You  can  respond  directly  to  what  someone  else  says, 
BUT  avoid  all  side  conversations  with  your  neighbors. 


5. 


There  are  no  right  answers  in  market  research,  just  different  opinions. 
That's  exactly  what  we're  looking  for  today,  different  points  of  view. 


6.     We  will  observe  the  no-smoking  rule  during  this  session. 
SELF  INTROS:  Please  introduce  yourself  to  the  group  and  tell  us: 

•  First  name 
Age 

•  How  long  you  have  lived  in  the  area 

•  If  you're  single  or  married,  have  any  kids 


MODERATOR 
SELF-DISCLOSURE: 


Be  appropriate  to  the  setting 


I.  EATING  HABITS/ACTIVITIES  (20) 

1.         What  kinds  of  tilings  do  you  do  in  your  spare  time? 

LOOK  FOR  ACTIVITIES  WITH  FRIENDS.  LISTEN  FOR  WHETHER  THESE 
ACTIVITIES  SEEM  TO  BE  SEDENTARY  OR  ACTIVE 

2a.       Tell  me  about  the  kind  of  exercise  you  get  in  the  course  of  a  regular  day. 

2b.       Is  this  exercise  enough  to  keep  you  fit? 

PROBE  FOR:    •  Do  you  do  a  lot  of  walking/running  around  and  keeping  busy  ? 

•  Do  you  lift  a  lot  of  things  —  like  what? 

•  What  do  you  have  to  do  to  be  more  physically  fit? 

3.  Describe  for  me  a  typical  day  for  you,  including  meals. 

PROBES:  WHAT  TIME  DO  YOU  EAT? 

4.  Do  you  eat/ drink  differently  on  weekends  than  you  do  during  the  week? 

LOOK  FOR:  Do  you  "splurge"  on  weekends? 

5.  PROBE  FOR:  Time  of  meals 

•  Eating  together 

•  Variety  of  meals 

•  Making  favorites 

LISTEN  FOR:  How  food  is  cooked! 


II.  LIFE'S  PRIORITIES  (20) 


1.         We're  going  to  do  something  now  that  I  think  you'll  find  interesting.  I  have  a  set  of  cards  for  each  of  you 
(BEGIN  TO  HAND  OUT  CARD  SETS).  You  all  have  the  same  set  of  cards  —  there  are  16  in  each  set  — 
and  on  each  card  there's  a  different  statement  about  something  that  may  or  may  not  be  important  in 
your  life. 

What  I  want  you  to  do  is  put  these  cards  in  order  according  to  what  is  important  to  you.  Put  the  card 
with  the  statement  most  important  to  you  on  top,  then  put  the  second  most  important  card  behind  that 
one,  and  so  on,  until  you  have  all  16  cards  in  order.  Any  questions? 

ALLOW  RESPONDENTS  5  MINUTES  TO  SORT  CARDS. 

REMIND  THEM  TO  LEAVE  THE  CARDS  ON  THE  TABLE  IN  ORDER 


2.         Everybody  finished?  Great!  What  I  want  to  talk  about  now  is  how  come  each  of  you  put  different  cards 
in  different  orders.  Anybody  can  start  —  tell  me  the  card  you  have  on  top,  and  a  little  bit  about  what 
made  you  put  that  card  on  top. 

GO  THROUGH  THE  TOP  THREE  ISSUES  OVERALL,  LISTING  THEM  ON 
THE  FLIPCHART  IF  THERE  IS  ENOUGH  GROUP  AGREEMENT  TO  DO  THIS. 


ISSUES  TO  BE  COVERED  INCLUDE: 

1.  Having  enough  money 

2.  A  good  education  for  my  kids 

3.  Enjoying  my  job 

4.  Looking  good 

5.  Having  a  good  love  life 

6.  Enjoying  my  free  time 

7.  Being  happy  with  my  family 

8.  Becoming  rich 


9. 

Having  kids 

10. 

Having  a  good  job 

11. 

Living  a  long  time 

12. 

Being  happy  with  my  life 

13. 

Being  healthy 

14. 

Getting  along  with  others 

15. 

Making  and  keeping  good  friends 

16. 

Being  close  to  God 

III.  HEALTH  PROMOTION 


1.         One  of  the  cards  said  "being  healthy."  Someone  tell  me  what  "being  healthy"  means  to  you.  Tell  me 
what  position  "healthy"  is  in  and  why  it's  there. 

Flipchart:  "Healthy  is..." 

*  Hipchart:  What's  the  point  to  being  healthy? 

PROBE  REASONS  FOR  RESPONSES.  LOOK  FOR  ROLES  IN  LIFE 

AS  THEY  APPLY,  E.G.,  "I  HAVE  TO  STAY  HEALTHY  TO  TAKE  CARE  OF  MY  KIDS" 

3.  What  does  being  sick  mean? 

*  Hipchart:  "Sick  is..." 

4.  How  come  people  get  sick? 

LOOK  FOR:  DIDN'T  TAKE  CARE  OF  MYSELF 
CAUGHT  SOMETHING  FROM  SOMEONE  (E.G.,  FLU) 
JUST  HAPPENS  —  NOTHING  I  CAN  DO 

5.  What  kinds  of  things  can  you  do,  or  do  you  do  now,  to  stay  healthy? 

*  Flipchart 

LOOK  FOR  EXERCISE,  EATING  HABITS,  WEIGHT  CONTROL  BUT  ONLY  IN  A  VERY 
GENERAL  SENSE  —  THIS  AREA  WILL  BE  COVERED  IN  GREATER  DETAIL  LATER  ON 

Give  yourself  a  score  [1-10]  —  Defend  reasons  —  What  score  you  gave  yourself,  give  reasons. 
How  healthy  do  you  think  you  are  on  the  scale? 

6.  FOR  RESPONSES  TO  Q.5,  ASK:  (E.G.,  EXERCISE  —  REGULAR  OR  SPORADIC?) 

Tell  me  about  your  attitude  toward  exercise. 

7.  IF  NOT  ALREADY  DISCUSSED,  ASK: 

What  about  watching  your  weight?  Does  that  have  anything  to  do  with  your  health? 

PROBE  RESPONSES  FULLY 

8.  What  if  someone  told  you  you  could  increase  your  chances  of  staying  healthy /not  getting  sick  by  chang- 
ing either  your  exercise  or  eating  habits? 

LOOK  FOR:  WOULD  YOU  BELIEVE  THEM? 
WOULD  YOU  CHANGE? 
REASONS  FOR  RESPONSES 

What  control  can  you  exercise  over  your  own  health? 

9.  Have  you  recently  heard  /seen  anything  about  being  or  getting  healthy? 
(television  advertising,  magazines,  brochures)? 

PROBES:  WHERE  DID  YOU  HEAR  THIS  INFORMATION?  DO  YOU  BELIEVE  IT? 


10.       IF  THEY  DO  BELIEVE  IT,  ASK: 

What  makes  you  trust  that  this  information  is  true? 


IF  THEY  DONT,  ASK: 

Who  would  you  trust? 

PROBE  RATIONALES  FOR  RESPONSES 

11.       IF  NOT  ALREADY  DISCUSSED,  ASK: 

Is  there  a  difference  between  "keeping  myself  healthy"  and  "not  getting  diseases"? 


PROBE  REASONS  FOR  RESPONSES 


IV.  BEHAVIOR  AND  HEALTH 

I.  What  does  it  mean  to  eat  a  healthy  diet? 

PROBE  FOR  FOODS/INGREDIENTS  —  E.G.,  FAT,  CHOLESTEROL,  FIBER  — 
DO  YOU  ASSOCIATE  THESE  WITH  HEALTH? 

2a.        If,  for  example,  you  were  told  that  you  had  to  cut  fat  from  your  diet,  what  would  you  do? 

2b.       Think  about  the  way  different  foods  are  labeled.  What  do  you  look  for  on  food  labels? 

PROBE  FOR  EXAMPLES  OF  LABELING,  SUCH  AS  THE  FACT 
THAT  PEANUT  BUTTER  HAS  NO  CHOLESTEROL 

3.  What  does  it  mean  to  stay  in  shape,  or  be  fit? 

4.  If  you  were  told  that  you  have  to  be  more  physically  active,  how  would  you  do  that  — 
what  would  you  do? 

5.  If  you  want  to  change  some  of  these  habits,  and  know  that  you  should,  what's 
the  one  reason  you  haven't  changed? 

EXAMINE  BARRIERS  TO  CHANGING  BEHAVIOR  —  E.G.,  TIME,  COST, 
TRANSPORTATION,  KNOWLEDGE 

****ESPECIALLY  LOOK  AT  COST  AND  HOW  IT  RELATES  TO  THEIR  INCOME 

6.  Have  you  changed  either  what  you  eat  or  your  exercise  habits  in  the  past  year  or  so? 

IF  YES,  PROBE  FOR  SPECIHCS 

LOOK  FOR  WHAT  THEY  HAVE  DONE  TO  CONTROL  THEIR  WEIGHT 

7.  What  would  have  to  happen  in  your  life  for  you  to  change  either  your  eating  or  exercise  habits? 

8.  How  would  your  family  feel  about  changing  their  eating/exercise  habits? 

PROBE  FOR:  WHO  IN  THE  FAMILY  WOULD  DECIDE  TO  DO  THIS? 

WHAT  WOULD  LEAD  THEM  TO  BELIEVE  THIS  —  DOCTOR,  FAMILY,  OTHER  SOURCES? 

9.  Who  in  your  family  really  makes  the  rule  about  what  you  eat  and  when? 

10.  FOR  WOMEN'S  GROUPS,  ASK:  What  about  the  men  in  your  lives  —  if  you've  ever  gone  on  a  diet,  how 
do  they  feel  about  it/how  do  they  act? 

I I .  FOR  MEN'S  GROUPS,  ASK:  What  about  the  women  in  your  lives  —  do  they  go  on  diets? 
How  do  you  feel  about  that? 

ALSO  ASK  MEN:  How  do  the  women  in  your  lives  react  when  you  go  on  a  diet? 

12.       Pretend  you  have  a  friend  who  needs  to  lose  45  lbs.  What  advice  would  you  give  to  motivate/ 
encourage  him? 

PROBE  REASONS  FOR  THOSE  TYPES  OF  MOTTVATIONS/ENCOURAGEMENTS 


V.  SOURCES  OF  INFORMATION 


Let's  say  you  wanted  to  get  some  information  on  eating  better,  or  dieting,  or  exercise,  or  health 
things  like  that.  Where  do  you  think  you  could  find  this  information? 

Would  you  talk  to  someone  or  would  you  want  something  in  writing? 

PROBE:  WHO  WOULD  YOU  ASK  —  DOCTOR,  FRIENDS,  FAMILY? 
WHO  EXACTLY  IN  THE  FAMILY? 

If  you  could  get  any  information  you  wanted,  no  barriers  to  learning  anything  you 
wanted  to  know,  what  information  would  you  ask  for? 

Which  one  of  these  sources  is  most  credible? 

1.  Hospitals 

2.  Bookstores 

3.  Books  and  pamphlets  from  the  Federal  Government 

4.  Magazines 

PROBE  LEVEL  OF  INTEREST  IN  CHURCH-RELATED  MATERIALS/ 
ACTIVITIES,  BASED  ON  THEIR  OWN  LEVEL  OF  CHURCH  INVOLVEMENT 

PROBE  PERCEIVED  LEVEL  OF  CHURCH  INVOLVEMENT  APPROPRIATENESS  AND 
CREDIBILITY  OF  CHURCH  AS  A  SOURCE  OF  INFORMATION  AND  PROGRAMS 
AND  SERVICES 


WHITE  AND  BLACK  GROUPS:  SKIP  TO  VII  FALSE  CLOSE 
HISPANIC  GROUPS:  CONTINUE  WITH  SECTION  VI 


VI.  HISPANIC  GROUP  CONCERNS 


HISPANIC  GROUPS  ONLY: 

1 .  If  you  had  questions  about  your  health,  who  would  you  ask? 

PROBES:  HOW  COME  YOU  WOULD  ASK  THEM? 

2.  When  or  if  you  do  get  information  about  better  health,  should  it  be  in  Spanish,  English,  or  both? 

PROBE  INTENSITY  AND  REASONS  FOR  CHOICE 

3.  Is  there  a  difference  between  what  is  written  down  and  what  is  spoken? 

4.  Where  do  you  get  the  information  — 

LOOK  FOR  MEDIA  CHANNELS 


VII.  BLACK  GROUP  CONCERNS 

Do  blacks  have  different  concerns  about  health,  diet,  or  fitness  than  whites? 
How  are  blacks  different  in  these  issues? 


VII.  FALSE  CLOSE 


I  have  to  step  out  for  a  moment.  Please  don't  leave  the  room  —  I'll  be  right  back. 

OBSERVERS:  PLEASE  HAVE  THE  ELECTED  CLIENT  SPOKESPERSON  READY  TO  GO  OVER 
WITH  THE  MODERATOR  ANY  ADDITIONAL  QUESTIONS  YOU  HAVE  FOR  THE  GROUP. 
THESE  QUESTIONS  SHOULD  BE  JOTTED  DOWN  IN  THE  SPACE  BELOW,  READY  FOR 
YOUR  SPOKESPERSON  TO  GO  OVER  WITH  THE  MODERATOR: 

1.  


2. 


3. 


4. 


Thanks  a  lot  for  your  time.  Have  a  great  evening! 
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